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**Objectives:** To revisited the relationship between coronary angiography characteristics and successful CTO recanalization and re-forming a model (formula) to predict successful CTO recanalization based on coronary angiography characteristics.

**Material and Methods:** We analyze 287 angiography data from patients that undergone elective PCI between 2011 -- 2015 from two major cities in East Java, Surabaya and Malang. Angiography characteristics that being measured were lession location, osteal, stump morphology, calcification, bridging collateral, bending, side branch, turtousity, previous attempt and CTO length. We performed multivarite analysis with logistic regression to perform probability model.

**Results:** Independent predictors of failed PCI -- CTO were Blunt stump, calcified lesion, lesion length \> 20 mm, side branch lession and proximal vessels turtousity. PCI -- CTO success probability then counted with the final formula: p=1/ **1** + **e**^-(Y)^. Where Y are the final equation derived from logistic regression.

**Conclussions:** PCI -- CTO success probability can be predicted with the model that generated from this multivariate analysis. Five angiography characteristics that strongly associated with failed PCI -- CTO are calcified lession, blunt stump, lession length \> 20 mm, proximal vessels turtousity and side branch lession.

**Keywords:** Chronic Total Ocllusions, angiography characteristics, probability formula.
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**Background:** Myocardial necrosis is a time-dependent event. Nevertheless, clinical studies on association between ischemic time and left ventricle function showed inconsistent findings. Aim of current study is to evaluate the association between ischemic time and the post-infarction left ventricular function in ST-elevation myocardial infarction treated with primary PCI.

**Methods:** In 2529 patients treated with primary PCI, left ventricular ejection fraction (LVEF) was measured before discharge (median day 4) by radionuclide ventriculography or by echocardiography if patients had atrial fibrillation. Ischemic time was calculated from symptom onset to first balloon inflation.

**Results:** The correlation between ischemic time as continuous variable and LVEF was significant but weak (P = 0.002, r = -0.062). The LVEF of patients in ischemic time intervals of \> 6, \>3 -- 6, and ≤ 3 hours was 45.1 ± 11.7 %, 44.6 ± 11.9 %, and 43.2 ± 12.2 %, respectively (P = 0.029). Adjusted odds ratio of the ischemic time intervals for LVEF \< 40% was 1.14 (95% CI 1.00 -- 1.30). TIMI flow 0 before and TIMI flow 3 after PCI were related with both longer ischemic time and low LVEF.

**Conclusion:** Ischemic time was associated with post infarction LVEF in patients treated with primary PCI, although this association was weak. Initial TIMI flow and post-PCI TIMI flow played important role in impact of the ischemic time on the LVEF.

**Keywords:** ischemic time, post-infarction, left ventricle function *Paper was published in International Journal of Cardiology 165 (2013) 523-527*.

AP 3. Association of the Fibrinogen Level and Index of Microcirculatory Resistance in Acute ST Segment Elevation Myocardial Infarction Patient Undergoing Primary Percutaneus Coronary Intervention {#Sec4}
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**Background:** Primary percutaneus coronary intervention (PPCI) is a first of choice to return patient's blood flow and perfusion with ST elevation myocardial infarction (STEMI), however reperfusion in macrocirculation level is not always accompanied by a sufficient microcirculation reflow due to Microvascular Obstruction (MVO). Previous study demonstrated that high fibrinogen concentration may affect rheological parameters of the blood and play an important role in the pathomechanism of myocardial no-reperfusion phenomenon following successful mechanical recanalisation of the infarctrelated coronary artery. Another study showed a more compact, lysis-resistant fibrin network in no reflow group, but without significant relation to fibrinogen level. However, there is a lack of data regarding fibrinogen and MVO. The aim of this study is to evaluate association between fibrinogen and MVO by index of microcirculatory resistance (IMR).

Method: 55 STEMI patients undergoing primary PCI were consecutively. The fibrinogen was evaluated using clauss method and IMR was done right after PPCI to evaluate MVO.

**Results:** From fifty-five patients included in the study, there were 87,3% men, with mean age 53,1±8.9 years old, and smoker show the biggest proportion compare with risk factor for coronary artery disease. All the patient undergo primary percutaneus coronary intervention with mean door to ballon time 89.04+37.114 minute and ischemia time 458,69+170,709 minute. Mean IMR was 55,2 + 47,454 and mean fibrinogen level was 350,8+103,19. From the scaterred plot fibrinogen prone to had a weak negatif correlation with IMR and statistically non significant (r = - 0,137; p = 0,319).

**Conclusion:** There is no correlation between fibrinogen level and IMR value in STEMI patients that undergoing PPCI.

**Keyword:** PPCI, STEMI, Microvascular Obstruction, IMR.
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----------------------------------------------------------------------------------------------------------

Halimi

A

Tandayu

KMHJ

Siswanto

BB

^*1*^*Faculty of Medicine, Universitas Indonesia, Jakarta*

^*2*^*National Cardiovascular Center Harapan Kita, Jakarta*

**Background:** Statin has been proven to reduce mortality in cardiovascular diseases and reduce lipid profile levels. Among the most commonly used is simvastatin, which is suggested to be taken in the evening rather than morning. However, evening administration of drugs is associated with lower compliance.

**Objectives:** This report aims to assess the effect of simvastatin administration time in lowering lipid profiles.

**Methods:** Electronic searches of PubMed, BMJ, and ProQuest were performed on 28 September 2015 using the keywords: simvastatin, morning, and evening. Studies included were randomized clinical trials (RCTs) and cohort studies assessing the time of simvastatin administration in adult patients with dyslipidemia. Exclusion criteria include case reports, systematic reviews, studies comparing statin with other drugs or assessing statin in combination with other drugs, and studies with less than 20 participants.

**Results:** There are 4 RCTs used in this report. All four studies are valid, important, and applicable. Morning and evening administration of immediate-release simvastatin resulted in significant differences of total cholesterol and LDL-C level reductions. There are generally no significant differences in the reductions of HDL-C and triglyceride levels. Adverse effects were comparable between the morning and evening groups.

**Conclusion:** The administration of simvastatin in the evening has more lipid-lowering effect compared to morning administration. Patients with good compliance can benefit more from evening administration of simvastatin.

**Keywords:** simvastatin, morning, evening, dyslipidemia.
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**Objective:** This study purpose is to investigate effect of local intracoronary bolus administration of combination eptifibatide and streptokinase to resolve occlusive thrombus (TIMI 0 / 1), prevention microvascular obstruction in patients with acute STEMI.

**Material and Method:** Cohort, control nonrandomised study. Collecting samples began from March -- September 2015. 38 patients with acute STEMI received local intracoronary slowly bolus eptifibatide 3.75 mg and continuing streptokinase 100 kU via Thrombus Aspiration Catheter-TAC for LAD or LCx and Guiding Catheter for RCA, after recanalizing by using of balloon dilatation with small diameter or TAC in IRA vessel. Three minutes later, perfomed angiography and finally implanted stent. 27 patients with acute STEMI received standard therapy, as controlled from other colleague patients. The primary end point was assessment of postprocedural TIMI and MBG was graded by two independent Intervention Cardiologists. Angioplasty procedure was performed by single operator.

**Result:** Patients aged between 36 to 75 years. Symptom to procedure time was 15 -- 384 hours. Infarct location was 23 anterior and 15 inferior wall. Diagnostic angiography, TIMI 0 and MBG 0 were 34 patients. TIMI 1 and MBG 1 were 2 patients. After Primary Angioplasty, TIMI 3 in 36 patients (94.7 %). TIMI 2 in 2 patient (5.3 %). MBG 3 in 35 patients (92.1%), MBG 2 in 3 patients (7.9%). In standard therapy patients, diagnostic angiography, TIMI 0 and MBG 0 were 25 patients. TIMI 1, and MBG 1 were 2 patients. After Primary Angioplasty, TIMI and MBG 3 in 14 patients (51.9%). TIMI and MBG 2 in 13 patients (48.1%). Statistical analysis (Person Chi-Square) from two groups were significantly different, *P* = 0.001.

**Conclusion:** The using of intracoronary combination bolus eptifibatide 3.75 mg and streptokinase 100 kU showed that succesfull lysis occlusive thrombus in patients with acute STEMI.

**Keywords:** STEMI-ST Segment Elevation Myocardial Infarction. TIMI-Thrombolysis in Myocardial Infarction. MBG-Myocardial Blush Grade. MPCG-Myocardial Perfusion Contraction Grade.
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CP 1. PCI in Long Lesion CTO and Blunted Stump "What Should We Do??" {#Sec8}
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We report on a 53 years old man with chronic total occlusion (CTO) of the proximal left anterior descenden (LAD) artery, which is treated by percutaneous coronary intervension using the antegrade technique. The J-CTO score was difficult to guidewire crossing the CTO lesion in 30 minute, but we crossed the lesion due to visible micro channel. Step up wire, from the soft to stiff guidewire and than change to soft wire after stiff wirecrossed the CTO lesion. We did the multiple balloning and implant 2 overlapping stents in the osteal until mid LAD.The final is result TIMI flow 3 MBG 3.

**Keywords:** Chronic total occlusion, Antegrade technique, J CTO Score, Step up wire.

CP 2. Dealing with Ostial Lesion by Using Floating/Anchor Wire Technique: Experiences of 3 Ostial RCA Cases {#Sec9}
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Angioplasty to ostial RCA lesion is technically challenging due to several factors comprising pressure damping, suboptimal stent positioning and geographical miss. Several methods have been proposed to facilitate such intervention: such as conventional, Szabo, and floating/anchor wire techniques.

We are reporting 3 cases of ostial RCA intervention by conduting floating wire technique. With this, the guiding catheter is placed in the ostium, then main guidewire is advanced distally. To prevent pressure damping, the guider was retracted back out of the ostium, then swiftly a second wire is placed in the aortic root. The second guidewire prevents the guiding catheter from deep engagement while providing sufficient back-up support and lastly help positioning stent right at the ostium.

The first case was an unstable angina case with RCA lesion as the culprit. To intervene the aorto-ostial RCA disease, a 6 Fr JR 3.5 guiding catheter was used with Sion Blue and Asahi Soft guidewires as the main and floating wires respectively.

The second case was a stable angina class III patient, with prior history of failed ostial RCA angioplasty. Previously, the procedure was complicated by chest pain and severe hemodynamic deterioration which happened soon after RCA cannulation with an AL-1 catheter. This time, the patient was prepared with transvenous pacing through right femoral vein. Ostial RCA cannulation was conducted with a less aggressive 6 Fr JR 3.5 guider. Preventing prolonged pressure damping, the main guidewire, a Fielder XT, was positioned close to the distal catheter tip before engagement. After successful wiring, the catheter was quickly pulled back to hinder pressure damping. After second wire placement, the remaining procedure was uneventful.

The last case was a patient presenting with chest pain with ECG revealing ST elevation at anterior leads and pathologic Q wave at the anterior-inferior leads. After wiring attempts, mid LAD was identified to be a chronic occlusion. Attention was subsequently given to the ostial RCA occlusion. After RCA cannulation with a 6 Fr Ikari Left catheter, crossing the occlusion was difficult because of insufficient guider support. Hence a Sion Blue wire was placed at a small RV branch, very close to the ostium, to anchor the guider. After successful wiring with a Fielder XT, the first wire was placed at the aortic root. Afterhand, predilatation and ostial stent implantation were conducted without significant challenge.

All procedures were done through right radial approach with good results.
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Bifurcation lesion is still a challenge in interventional cardiology. It has increased difficulty in technical procedures, and increased restenosis rate in the follow-up. Until now, provisional side branch stenting is prefered rather than routine two stent strategy. In this case, we dealt with bifurcation stenosis Medina classification 1,1,1 or Duke type D in LCx. There was very tight stenosis in the osteal of the side branch with TIMI flow 3. After had implanted DES in the LCx, we performed kissing balloon and found the better result of the osteal side branch with TIMI 3 flow. Therefore we didn't do two stent strategy in this case.

CP 4. Tortuous, Angulated, and Calsified Lesion: How to deal with {#Sec11}
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The presence of angulated lesions and calsified lesions have been identified as significant predictors of percutaneous coronary intervention (PCI) failure and remain a technical challenge, include difficulty in delivering the interventional equipment and increased risk of vessel dissection and vessel perforation.

This case report presents a man with stable angina who underwent PCI on calsified and angulated lesion at osteal proximal LAD. Right femoral approach with 7F must be changed with long sheath 45cm due to tortuosity of femoral artery. Optimal support using 7F guiding Catheter for delivery wire, noncompliant ballon and stent cross angulated lession osteal to distal LAD. Secondary stent planed to be delivered overlapping with first stent, but the stent cannot passed proximal LAD even using mother and child technique. After deploying stent at osteal-proximal LAD, the angulation and tortuous of proximal vessel became cleared and easily provided access to mid LAD using child catheter passed through stent at proximal LAD and the third stent had been deployed at proximal-mid LAD overlapped with the osteal-proximal stent. Three DESs had been successfully implanted on osteal-distal LAD.

Angulated, tortuous and calsified lesion can be dealed by using many technique to achieve optimal support for having PCI equipment pass through the lesion. One of some technique that can be used to manage that kind of lesion is by placing stent to straighten the angulated vessel and delivering the stent with child catheter.

**Keyword:** Angulated lesion, child catheter, straighten the vessel
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CTO lesion and bifurcation lesion remain difficulties in PCI. The procedure becomes extremely challenging when both type of lesion present at the same site of the coronary artery.

This case report presents a man with triple vessel disease who underwent PCI. The angiogram revealed bifurcation lesion at LAD-D1, accompanied by CTO at mid LAD immediately after bifurcation with unknown entry point. The CTO was failed to be crossed in several attempts, but finally by using stiff guidewire under microcatheter guiding, the entry point became obvious and the CTO had been successfully crossed through. Furthermore, 2 DESs had been deployed at bifurcation lesion and the TIMI 3 flow had been completely achieved.

This case proved that microcatheter is very useful to track the entry point of CTO.

**Keyword:** CTO - bifurcation lesion - unknown entry point - microcatheter.
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**Introduction:** Coronary artery perforation is an infrequent complication of percutaneous coronary interventions (PCIs) (0.2%-3%, depending on the series) that can have a poor prognosis because of the risk of cardiac tamponade, need for surgery, pseudoaneurysm formation, develop-ment of arrhythmia, and ultimate death.

**Case Description:** A 60-year-old male patient with history of ACSNSTEMI inferior wall myocardial infarction one day before, and was send to our hospital because of ongoing angina. His coronary angiogram revealed a 90% occlusion of the distal right coronary (RCA).The left main, LAD and left circumflex artery (LCX) were normal. The treatment were: Aspirin, Ticagrelor, Fondaparinux, Statin. This patient underwent successfully intervention of the RCA lesion with direct stenting via Radial approach, using JR 4.0, 6F with PTCA wire runthrough NS Floppy, using DES Cardura 3.0/18. Subsequently,after 8 hours the patient developed chest discomfort, hypotension and became shock cardiogenic. Evaluation RCA showed that there was a perforation at small branch distal RCA, Emergency table-side echocardiography revealed a large pericardial effusion and cardiac tamponade. Immediate percutaneous pericardiocentesis was performed to relieve cardiac tamponade, 350 ml of fresh blood was drained with rapid hemodynamic improve-ment. The perforation was successfully occluded with a microcoil embolization using Tornado 3x2 mm, following this, he was shifted to ICCU. Further, considering the drainage rate of the hemorrhagic pericardial fluid still 150 mL/hour. The APTT was \> 250 sec !! (N 23.9-38.9). Reversal of heparin anticoagulation with protamine was deferred using Protamine 25 mg and after 15' the APTT was 28.2 sec. He remained well and was discharged 4 days later after serial echocardiography showed no pericardial effusion. 3 days after discharged he complained dyspnea and chest dicomfort again, echocardiography examination showed pericadial tamponade again, Immediate percutaneous pericardiocentesis was performed to relieve impending cardiac tamponade, 300 ml of fresh blood was drained. The test of platelet reactivity effect for Aspirin and Ticagrelor with verifynow showed, ARU 675 PRU 59, Treatment of Ticagrelor was stopped and changed to Clopidogrel. He remained well and was discharged 4 days later after serial echocar-diography showed no pericardial effusion.

**Discussion:** Caution is always needed while advancing guide wires and dilating the coronary lesion either pre-stent, during or post-stent implantation, distal tip should always be visualized to prevent distal migration, dose of heparin and using the new antiplatelet. Management of coronary perforation requires early detection and angiographic classification. Immediate sealing of the ruptured coronary distal vessel along with reversal of heparin anticoagulation and anti platelet.

CP 7. The Role of Fractional Flow Reserve (FFR) Examination In Coronary Intervention : To Stent or Not To Stent? (A Case Report) {#Sec14}
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Fractional Flow Reserve, or FFR, is a guide wire-based procedure that can accurately measure blood pressure and flow through a specific part of the coronary artery. FFR is done through a standard diagnostic catheter at the time of a coronary angiogram. The measurement of FFR has been shown useful in assessing whether or not to perform angioplasty or stenting on "intermediate" blockages. The point of opening up narrowings or blockages in the coronary arteries is to increase blood flow to the heart. But a number of studies have shown that if a functional measurement, such as FFR, shows that the flow is not significantly obstructed, the blockage or lesion does not need to be revascularized and the patient can be treated safely with medical therapy. Here, we report a case of mild stable angina patient with positive stress test. The angiogram showed that there was a non significant lesion at LAD. The FFR wire was advanced through the lesion and the measurement was done after intracoronary adenosine administration. The measurement showed a significant disturbance of coronary blood flow (FFR 0.78). Simple procedure angioplasty was done with a single stent implantation. The FFR measurement showed significant coronary flow improvement after angioplasty (FFR 0.95). Myocardial perfusion imaging with nuclear examination was performed 1 month after, and showed normal perfusion at LAD territory. The FFR measurement is a simple procedure to guide whether to do angioplasty or not in catheterization laboratory.

**Keywords:** fractional flow reserve, coronary flow, angioplasty, adenosine.

CP 8. How to Deal With Ventilator Dependent CHF, CAD, CKD: A Case Report {#Sec15}
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The presence of Congestive Heart Failure (CHF) can complicate the management of patient who undergo mechanical ventilation. Aggressive treatment tailored to the severity of CHF can facilitate weaning from mechanical ventilation.

A case of male 63 years old admitted with recent anterospetal myocardial coronary infarction, chronic kidney disease, uncontrolled diabetes mellitus, and had poor left ventricular systolic- diastolic function. Mechanical ventilation was inserted besides the treatment of acute coronary syndrome (ACS), heart failure, vasopressor,and inotropic. Weaning of mechanical ventilation had complicated process after 7 days hospitalized. Percutaneous Coronary Intervention (PCI) is performed to get the optimal cardiac revascularization in which helped the process of mechanical ventilation weaning. It took lower amount of contrast and hemodyalisis after PCI was needed. Coronary Angiography revealed 3 vessel disease and PCI with 1 stent DES deployment was undertaken in the proximal left anterior descending (LAD) artery, After performing dialysis the weaning mechanical ventilation was successfully.

**Keywords:** ventilator dependent CHF, PCI in chronic kidney disease.

CP 9. Acute Pericarditis After Percutaneous Coronary Intervention {#Sec16}
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Coronary artery disease is a type of heart disease that we very often encounter. Globally coronary artery disesase is the most cause of death at the moment until 20 years in the future. Each year about 3.8 million men and 3.4 million women died because of coronary artery disease. In 2020, coronary artery disease will be predicted to be the cause of death of 11.1 million people in the world.Patients with stable coronary artery disease who are refractory to medical treatment, indicate the need to do revascularization with both Percutaneous coronary intervention and coronary artery bypass grafting. Percutaneous coronary intervention efficacy as an additional medical therapy to patients with stable coronary artery disease has been shown from some random controlled trials, meta-analysis, and registry. Post cardiac injury syndrome is a clinical condition, happened as a complication of heart surgery or infarct myocard. Post cardiac injury syndrome, also known as pericardiotomy syndrome or Dressler syndrome. This condition is indicated from inflammation on pericardium, pleura, and lung parenchyma after heart injury. However, post cardiac injury syndrome after percutaneous coronary intervention is rare. This case report is intended to focus on post cardiac injury syndrome after elective percutaneous coronary intervention to patients with stable coronary artery disease.

**Keywords:** coronary artery disease, percutaneous coronary intervention, post cardiac injury syndrome.

CP 10. Balloon Rupture and Entrapped In Heavy Calsified Coronary Lession {#Sec17}
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Balloon rupture is an infrequent complication of cardiac catheterization that can lead to vessel injury. Balloon angioplasty in calsified coronary lession may have a lower success rate and increases complication. This case requires advanced technical strategies and devices in interventional cardiology. We present a case of heavy calsified coronary lession in LAD that was not ressistant to high pressure inflation of conventional, non compliant balloons and cutting balloon but the inflation also results in balloon rupture. The first balloon became fracture and entrapped in LAD. The fractured balloon could be removed using second balloon inflation in LCx. The angioplasty balloon was successfully performed after rotational atherectomy by rotablator and successfully continued by implantation stent DES.

**Keywords:** balloon rupture, entrapped balloon, heavy calsified lession, rotational atherectomy.

CP 11. Dealing With Suboptimal Stent Deployment in High Calcified Coronary Lession {#Sec18}
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**Background:** High calcified coronary lesion (HCCL) is an important risk factor for procedural failure and acute closure. Optimal deployment stent prevent in-stent restenosis (ISR) and acute thrombosis in HCCL. How do we treat suboptimal stent deployment in HCCL with limited equipment?

**Case:** We present a case from Dr Sarjito Yogyakarta Hospital. Male 59 y.0, with chief of complain of chest pain and risk factor of hypertension and smoking (2 pack/day). He had a history of acute coronary syndrome (ACS) without revascularization. The Vital sign showed, a blood pressure of 145/90 mmHg and a heart rate of 55x/m, with an ECG of Horizontal ST depression in inferior and anterior lead. From the Laboratory finding, the troponin I was 5,9. We diagnosed with Non ST-Elevation Myocardial Infarction TIMI Risk 4/7 GS 83. After two days in the ICCU we send the patient to the cathlab to undergone coronary angiography stand by PCI. The angiography shown, LM normal, LAD proximal stenosis 80% at bifurcartion of D1 with irregular of the distal segment, Small LCX with CTO at the proximal after OM 1 branch, and subtotal occlusion of the mid RCA. We decided to open RCA and LAD, started with guiding catheter JR 3.5/6F and wiring with floppy, continued with predilatation (maverick 2.0/15). Stenting at the RCA was successfull with no residual stenosis and TIMI flow III. Afterward, we intervened the proximal LAD with a double wire technic, started with guiding catheter XB 3.5/6F and floppy wire to the LAD and pilot 50 wire to D1. Predilatation was done at D1 with ryujin 1.5/15 and then maverick 2.0/15 at 10 atm. Continues predilatation at the bifurcation of D1, proximal LAD and proximal D1 and then stenting the lesion with ultimaster 2.75/18. While attempting to deploy a stent a problem occured, we deployed a stent with nominal pressure and re-inflate with ex-stent balloon at 12 atm. The LCA angiography showed residual stenosis and stent was not deployed properly. We tried to approach with Non-compliance balloon maverick quantum 2.75/8 but the ballon cannot passed through it. So we tried with compliance balloon maverick 2.0/15 still the balloon cannot passed through it and an addition to that the guiding catheter was not supportive. We decided to changed the guiding with AL 1 and JL 3.5/6F and still not supportive. We canulated again with GC XB and did an anchor wire technique to LAD with miracle wire and pilot 50 to septal branch. We did postdilatation again with compliance balloon ryujin 1.5/15 at burst and then compliance balloon maverick 2.0/15 at 17 atm (burst) in stent at proximal LAD. Continued with post dilatation using NC balloon maverick quantum 2.75/8 but this balloon still couldn't pass through it. And then we tried again postdilatation with compliance ballonn maverick 2.0/15 at from burst (17 atm) until 21 atm. And then we changed the balloon with NC maverick quantum 2.75/8 atm. it could pass through the stent and deployed at 20 atm. Angiography evaluation showed stent patent well deployment, without residual stenosis and dissection, TIMI flow 3.

**Discussion:** At higher pressures, of relevance for PCI, distensibility was unpredictable. Very high stent inflation (≥22 atm) pressures may cause stent edge dissection, coronary rupture, media and intima rupture leading to an increased inflammatory response and higher restenosis rate. Optimal stent inflation pressure of 20--21 atm during PCI a lower risk of stent thrombosis and restenosis.

**Conclusion:** If we dealed with HCCL it is important to choose suitable GC with anchor or buddy wire and make sure optimal predilatation before stent implantation. Predilatation and postdilatation preferred to use NC balloon, and if we inflate with maximal pressure at 22 atm to prevent coronary perforation or serious dissection.

**Keyword:** Stent deployment, High calcified coronary lession.
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PCI in complex bifurcation lesion remain to be important issue in contemporary PCI. The challenge in wiring could also be difficult in some bifurcation lesions. Conventional wiring technique is sometimes impossible for approaching branches with calcified and acute take-off. The wire tends to be prolapsed to the non-targted branch of the bifurcation when the wire is advancing. Here, we report a technique for negotiating calcified and acute angulated vascular bifurcation, with balloon facilitated semi reverse-wire technique. This technique involves combining a semi reversed guidewire technique with about 10 mm hook curve at tip with a small undeflated PTCA balloon backup to reduce wire friction, no additional devices or specialized wires were needed to perform this maneuver. Using specialized coronary guidewires and/ or creating a special curve at the tip of the coronary guidewire was not necessary. This technique is therefore available to all interventional cardiologists. In summary, the balloon fasilitated semi reversed wire technique can be a useful method in order to advance a coronary guidewire across a calcified acute angulated bifurcation lesion.

**Keywords:** Acute angulated Bifurcation lesion, semi reverse wire technique.
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A 61-years old female was referred to our center for aortic root aneurysm. She had history of heavy, tearing chest pain two weeks before hospital admission. Her ECG showed old anterior MI.

Coronary angiography showed a sinus valsava aneurysm in left coronary cusp with tight occlusion in ostial LM. She underwent Bentall procedure and CABG at once. Two vein grafts were implanted to distal LAD and OM1. One-week post procedure her BP went down and there was a drop of her LV ejection fraction. Coronary CT Scan with contrast showed both vein grafts were totally occluded.

Urgent PCI was performed with difficulties engaging guide catheter to LM because changed position of ostial LM due to coronary repositioning in Bentall procedure. Eventually wiring to LAD and LCx were able to performed and LM stenting from ostial to LAD-LCx bifurcation was successfully done with Mini Crush technique. After PCI, her hemodynamic condition was improved and IABP was successfully weaned off. Patient made a gradual recovery and was able to be discharged.

CP 14. Dual CTO Intervention in A Aingle Procedure, Why Not? {#Sec21}
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Percutaneous Coronary intervention (PCI) on chronic total occlusion (CTO) lesions remains one of the most important challenges for intervention cardiologist. The benefit of CTO recanalization seems to be more evident in patients with concomitant multivessel coronary artery disease. In these patients, the impact of complete revascularization is associated with higher rate of survival and survival free from myocardial infarction. Multiple CTOs (≥2) was found in 15-20% of CTO patients. Several considerations including assessment risk/benefit for patient, contrast, radiation exposure, procedural anticoagulation also optimal technique and strategies are key elements of successful CTO-PCI.

**Case Report:** A 61-year-old male presented to our hospital with chief complaint of chest pain on exertion. He was a smoker, hypertensive and known dyslipidemia. ECG showed lateral ischemia. Echocardiography revealed ejection fraction of 44%, and eGFR was 48. Diagnostic coronary angiography revealed a CTO lesion in the proximal segment of LAD and osteal segment of LCx with good visualized collaterals to both distal parts of CTOs.

PCI was performed electively 2 month after initial diagnostic angiography. A 7 Fr AL1 guiding catheter was engaged into the LCA and a 6 Fr JR 3.5 was introduced into the RCA. A Conquest pro guidewire with a Corsair 135 microcatheter was introduced into the osteal LCx. Penetration of the proksimal cap of the CTO was successful using this stiff wire. Multiple dilatations with 2.5x15 mm balloon were performed. One sirolimus eluting stent 3.0x24 mm was implanted at the ostial to proximal segment of the LCx. We continue the procedure to the LAD lesion. A Fielder XT guidewire was chosen with a Corsair 135 micro catheter, and successfully crossing the CTO lesion. Multiple dilatations with 2.5x15 mm balloon were performed. One biolimus eluting stent 3.0x33 mm was deployed in the proximal segment of the LAD. A final coronary angiogram revealed an excellent result of the LAD and LCx. Contrast used was 375 cc of iso-osmolar non ionic medium. Radiation exposure was 4.2 Gy. The patient was discharged 2 days after the procedure without symptoms.

Proper pre-procedural planning is key to ensure high success rate and avoid unnecessary risk in executing PCI for multiple CTOs.

CP 15. Bifurcation Simplification {#Sec22}
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Lesions located at coronary artery bifurcations represent one of the challenging areas in interventional cardiology. Although the advent of drug-eluting stents (DES) holds promise for preventing restenosis, the optimal technique for treating coronary bifurcations is as yet unknown. One way to treat bifurcation is to perform provisional side branch stenting, which is believed not only simplify the approach in bifurcation but also has long-term comparable clinical results to those of non-bifurcation lesions. Certain rules and tricks have been developed to ascertain the optimal result of provisional stenting, including pre-dilatation, proximal optimization technique, rewiring, inflation sequence and when should side branch be treated.

Case presentation: A 61 years old male, 92 kg in weight and 180 in height, with hypertension, dyslipidemia and history of smoking had a chief complaint of chest pain CCS II over the last 1 year. Additional evaluations showed unremarkable findings. Diagnostic Coronary Angiography revealed CAD 1 VD, bifurcation LAD-D1 (Medina 1-1-1). Having the informed consent obtained, PCI was scheduled 1 week afterwards.

The patient was taken to the cardiac catheterization laboratory in a fasting state, was prepped and draped in sterile fashion. A 7 fr Sheath was placed in right femoral artery. The plan were to perform provisional stenting followed by modified elective T stenting. Selective (RAO CRA projection) left coronary angiogram was performed using 7 Fr Extra backup 4.0. Soft wires were advanced into distal LAD and D1. Predilatation at LAD was done using 2.5 x 12 mm balloon at 18 atm. Sirolimus eluting stent 3.0 x 19 mm was deployed in LAD at 10 atm (Nominal). Guide wires was re-cross. Compromised osteal D1 was predilated with 2.5x12 balloon at 8 atm several times (Protruding to LAD). Post dilatation was performed at LAD Stent using its balloon inflated to 16 atm, the balloon was then placed at mid LAD deflated. A 2nd drug Eluting Stent 2.5 x 9 was placed at D1, balloon at mid LAD was placed within stent and inflated to 8 atm. While the balloon being kept inflated, 2nd stent at D1 was retracted till it was detained by balloon at LAD (Modified Elective T Stenting). The 2nd Stent then was deployed with a pressure of 9 atm. The procedure was then finalized with kissing balloon 10 atm at LAD and 9 atm D1. Angiography result was good.

CP 16. Broken Balloon Segment in The Coronary: Retrieving Without Snaring {#Sec23}
-------------------------------------------------------------------------

Danny

Siska S.

Basalamah

MA

Firdaus

Isman

Firman

Doni

*National Cardiovascular Center Harapan Kita Jakarta -- Indonesia*

42 yo male with chronic stable angina underwent elective percutaneous coronary intervention. Previous coronary angiography revealed single vessel disease with a 90% long stenosis from the ostial to the mid segment of LAD. Risk factors were diabetes, adequately controlled with metformin. Left ventricular function and renal function were within normal limits.

PCI was initially performed at another hospital with femoral approach, using an XB 3.5/7F GC. Wiring with Runthrough NS Floppy. Predilatation was performed using a 2.0/20 balloon. Insertion of a 3.0/33 mm DES to the LAD met resistance probably due to calcification in LAD and it was decided to implant the stent at LM to LAD. After stent implantation the stent balloon could not be retrieved and forceful retrieval resulted in balloon segment fracture inside the coronary. The patient complained of chest pain and subsequently referred to our center for further management and emergency surgery if necessary.

Patient arrived promptly at our hospital and rushed to the cathlab. He was alert, complaining mild chest dyscomfort only. BP was 115/65 and HR 85 bpm. The GC was still in place trough the sheath in femoral artery. Fluoroscopy revealed the GC was still engaged in the LM, fragmented balloon segment in LM-LAD with the broken proximal segment was in the GC. We inserted a 2.5/20 mm noncompliant balloon into the GC without wiring until the distal tip of the balloon reached the distal end of the GC and inflated the balloon at high pressure up to 20 atm. Then we pulled the whole system (GC+wire+broken balloon+the NC balloon) with fluoroscopy guidance and we could see the whole system was retrieved completely. Recanulation of LCA with another XB 3.5/6 F was followed by coronary angiography of LCA showed the stent was in place in LMLAD without any apparent thrombus or dissection, TIMI Flow III to the distal LAD. It was decided not to intervene LAD further and planned to have repeat coronary angiography afterward. Patient was discharged on day 4 with good condition.

CP 17. A Serial Case: Catheter Induced Coronary Artery Dissection {#Sec24}
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**Objective:** Catheter induced coronary dissection is an uncommon complication of percutaneous coronary intervention and cardiac catheterization. The incidence of iatrogenic coronary artery dissection remains unknown.

**Method:** We report serial case, first a 49 year old male with a history of dyslipidemia and smoker was admitted with history acute Inferior MCI 3 months ago, coronary angiography reveal total occlusion mid part of right coronary artery, distal from left coronary artery and normal left coronary artery. Second case a 60 year old female with a history of dyslipidemia and hypertension was admitted with stable angina pectoris, angiography showed 80 % stenosis at mid part of right coronary artery and normal left coronary artery with patent stent.

Result. First case, the RCA was engaged with 6 Fr Amplatz Left 1 (AL1) guiding catheter, the XT-A guide wire easily crossed the lesion and we implanted stent Azule 3.0/18 mm at mid part, its showed deep intubations of catheter within coronary artery. When we released AL1, it showed spiral dissection from osteal to mid part of RCA *(Picture 1)*, recanulation RCA with JR 3.5/6F, and wiring to distal RCA with Sion Blue, and we implanted stent Omega 3.5/32 mm overlap with previous stent. Second case, direct stenting percutaneous coronary intervention was the preferred treatment strategy at mid part RCA, RCA was cannulation with JR 3.5/6F and direct stenting with Cre8 2.75/25 mm, it showed spiral dissection from osteal to mid RCA *(picture 2)* just before we implant stent, and we deployed the stent at mid part of RCA. Unfortunately, we pulled out the wire and tried to rewire to distal RCA with guide wire Sion Blue. We also made sure with ballon if the wire was inside the vessel and the stent, then implanted stent Cre8 3.5/31 mm at Proximal part of RCA overlapping with previous stent.

**Conclusion:** The procedural result was excellent with TIMI-3 flow distally, no residual stenosis and resolution of the patients chest pain and ECG Changes, and the patient was discharged the following day. we successfully treated catheter induced coronary artery spiral dissection.

**Keywords:** percutaneous coronary intervention, chronic total occlusion, spiral dissection, chateter induced dissection.

CP 18. Negative Pressure for Endartery Coronary Perforation {#Sec25}
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Despite its numerous benefits, serious and potentially life-threatening complications of PCI may occur including coronary artery perforation. The reported incidence varies from 0.1% to 3%. It has otherwise serious consequences resulting in an 8% incidence of death, an 18% incidence of myocardial infarction and a 13% need for emergency surgical management. We described a case of guidewire-induced Ellis type 3 coronary artery perforations successfully managed by giving negative pressure within the perforation site through microcatheter. These technique can be an effective and alternative approach in the management of coronary artery perforation.There was 58-years old man with stable angina. Risk factors are hypertension and smoking. He has undergone PCI in RCA 1 months ago and was planning to undergo staged PCI. The angiography showed CTO at proximal LAD; stenosis 75% and 70% in proximal and distal LCx, respectively; RCA showed stented vessel without any significant restenosis. Initially, we tried to penetrate the CTO at LAD by using guidewire Fielder FC which was unsuccessful. Thus, we directly change to guidewire Conquest Pro and finally succeed to penetrate the CTO. Then, contrast was injected and we found perforation streaming in LAD (Ellis Type III). We managed this patient by delivering negative pressure through microcatheter while preparing fat emboli in case this alternative procedure unsuccessful. After giving negative pressure (2-3 atm for 3-5 minutes), the perforation was sealed and no residual streaming.

**Keywords:** Percutaneous coronary intervention (PCI), coronary perforation, negative pressure.

CP 19. Fracture of Stent Shaft Delivery System: A Rare Complication {#Sec26}
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A 54-year old man admitted for an elective percutaneous coronary intervention (PCI). He has angina on exertion CCS class II. He had undergone PCI of the right coronary artery (RCA) and left circumflex artery (LCx) one month previously. Subsequently, he was planned for staged PCI for left anterior descending (LAD). His risk factor for coronary artery disease was hypertension. He had a non ST-elevation of myocardial infarction 5 month previously. Advise for bypass surgery was refused.

Procedure of PCI was done using radial approach and a 6-Fr vascular sheath. An extra back-up guiding catheter was used. Angiography revealed moderately calcified lesion at the proximal LAD with diameter stenosis of 80-90%. After insertion of guidewire Sion Blue, lesion was pre-dilated with a semi-compliant balloon 2.5/15 at 6-8 atm. A drug-eluting stent (DES) Biomatrix Flex 2.75/33 was attempted to inserted through the lesion, but failed. A second balloon predilatation was attempted at higher pressure 12 atm. A dissection was occurred at distal part of lesion, thus a bare metal stent Omega 2.75/16 was inserted and implanted there to cover the dissection. Considering that a BMS could cross the proximal part of the lesion, a second attempt to introduce the Biomatrix was done. Again, the Biomatrix could not get through the proximal part and, even worse, got stuck at the lesion. Moderately forceful pull back resulted in fracture of the shaft of stent delivery system! The proximal part of the shaft was removed. The stent and its distal delivery system was stuck in the left main and proximal LAD; resulted in coronary flow obstruction. Patient started to suffered chest pain and had episode of ventricular tachycardia. ECG showed ST elevation. DC shock was done, and pain relieved with morphine.

A second access was initiated through right femoral artery using a 8-Fr vascular sheath. Using a guide catheter of Judgkin left 3.5/7Fr, a snare kit was inserted; tried to snare the stent. It took approximately 2,5 hours to finally succeeded snare the stent out through the femoral access.

Patient developed anterior myocardial infarction but stabile hemodynamic. Considering that it may need a rotablation to prepare the lesion at proximal LAD, patient was referred to a tertiary hospital for PCI LAD. The lesion was successfully intervened using high pressure non compliant balloon and stented with 2 overlapping DES Promus Element 3.0/28 and Ultimaster 3.5/15.

Patient was stabile with functional class II. Echocardiography at 3 months after the event was 47% with hipokinesia at anterior wall without scar.

Learning from this case, the first important lesson is not to ever underestimate lesion preparation. The second lesson is always check for the fracture part of the system. During reviewing the case, we found that the distal part of the shaft system was still in the guiding catheter. If we had had noticed this, the fractured shaft could be trapped with balloon inflation inside the guide catheter and taken out. This would be easier and faster!

CP 20. VT Pulseless during Retrograde Approach {#Sec27}
----------------------------------------------

Tiluata

Leonora

Oktaviono

Yudi Her

*Dr. Soetomo Teaching Hospital, Surabaya, Indonesia*

Arrhythmias are common during catheterization, most are benign and without clinical sequele. A full spectrum of arrhythmias may occur including ventricular fibrillation, ventricular tachycardia, atrial arrhythmias, heart block, bradyarrhythmia and asystole. Arrhythmias may also occur as a consequences of poor injection techique or from the unmasking of ischemia in the presence of underlying coronary disease. This complication is typically observed when contrast is carelessly injected into the conus branch of the right coronary artery or into a nondominant right coronary artery.

A-48 years old chronic smoker and diabetes man was admitted to have elective coronary angiography with clinical presentation of stable angina. Electrocardiography showed sinus rhythm, anteroseptal old myocardial infarction and inferior ischemia. Echocardiography showed that hypokinetic anteroseptal and inferior wall with diminished LV function (EF 53 %). Coronary angiogram revealed CTO prox RCA, diffuse disease LAD, long lesion OM. Sintax score 41. Patient refused to CABG and PCI. Due to frequent chest pain, one week after coronary angiogram patient agreed to have elective PCI.

This patient underwent successfully intervention of the LAD and LCx lesion. Antegrade approach of CTO RCA failed. Five months later we had done PCI CTO RCA with retrograde approach and this patient suffered VT pulseless when stenting at proximal RCA and prox-mid RCA was done. This patient recovered after supportive treatment include DC shock 360 joule, epineprine and atropin. Evaluation of angiography showed good flow and no residual stenosis.

**Keywords:** VT pulseless, Chronic Total Occlusion, Retrograde approach.
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Primary percutaneous coronary intervention (PPCI) is the preferred strategy for acute ST-segment elevation myocardial infarction (STEMI), with evidence of improved clinical outcomes compared to fibrino- lytic therapy. However, there is no consensus on how best to manage multivessel coronary disease detected at the time of PPCI, with little robust data on best management of angiographically significant stenoses detected in non-infarct-related (N-IRA) coronary arteries. In most cases of acute ST-segment elevation myocardial infarction, only 1 epicardial artery contains an occluding thrombus, commonly referred to as the "culprit" artery. Rarely, however, patients present with \>1 acutely thrombosed coronary artery (i.e., "multiple culprits").

**Objectives:** The purpose of this presentation is to discuss the case of primary PCI in multiple culprit lesion what we should do for the optimal revascularization with good results.

**Case Illustration:** A male, 36 years old, with the IMA Inferior and anterior onset 5 hours, Killip IV, TAVB, Cardiac Aresst on Table, has been performed primary PCI with back up TPM and IABP. Evaluation of early angiography showed CAD 3 VD with LM disease. 1 DES installation has been done in the RCA with good results hemodynamically stable after the action. Patients discharged after twelve days of treatment.

**Keywords:** Anterior Inferior ST IMA, TAVB, Cardiac Arrest, PPCI 1 DES in RCA.

CP 22. Complete Coronary Revascularization During Primary PCI {#Sec29}
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Patient with STEMI treated with primary PCI multivessel disease is present in about 40-50% of hemodinamically stable patients, and current guidelines recomemended only infarct artery only PCI in patients with multivessel disease, owing to lack of evidence with respect to preventive PCI. Meta-analyses and observational studies show mixed results for total vs lesion only revascularization.

A 62-years old male presented to the emergency department with complaint chest pain 4 hours. Risk factor was hypertension and dyslipidemia, we diagnosed the patient with acute extensive anterior STEMI 4 hour onset, KILLIP I, TIMI 4/14. Coronary angiography showed a 80% lesion in the mid left anterior descending artery, which was thought to be the culprit lesion. There was also 80% stenosis in proximal segment left circumflex artery. The patient underwent successful PCI as complete coronary revascularization with drug eluting stent to left anterior descending lesion and left circumflex artery lesion.

We present this case to emphasize the importance of complete revascularization during primary PCI.However, as recommended by current guidelines, the culprit lesion only should be attempted during the index primary angioplasty procedure and complete revascularization should be deffered to be achieved later on during staged elective procedureThe present study strongly suggests that complete revascularization should be persued in STEMI patients with multivessel disease to reduced the risk of adverse cardiovascular event.

**Keywords:** ST elevation myocardial infarction, primary PCI, culprit lesion, complete revascularization.

CP 23. An Urgent Percutaneous Coronary Intervention for Nonagenarian: A Case Report {#Sec30}
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The elderly have more cardiovascular risk factors and a greater burden of ischaemic disease than younger patients needing percutaneous coronary intervention (PCI). Unfortunately, they have historically been much less likely to receive coronary revascularization.

A 98-year-old female suffered form high risk non-STelevation acute coronary syndrome and underwent urgent PCI of the right coronary artery (RCA). Right femoral artery approach with 7 F sheath then must be changed into long sheath (45 cm) -7F due to tortuousity of femoral artery, illiac artery and the aortic. Diagnostic catheter JR 4.0 and 5.0/5F failed to engaged, but successfully engaged with guiding catheter JR 4.0/6F with PCI wire (Runthrough). Two DESs successfully implanted on stenosis at osteal and mid RCA. Since then no chest pain and hemodynamically stable, she discharged 3 days after intervention.

We assesed that ischaemic burden of this patient might be useful when deciding invasive management. Several factors should be take in to consideration, including: concomitant disease, radial or femoral access, vessels tortuosity, vessels calcification, DES or BMS, bleeding complication.

Indeed, when doing PCI on the very elderly, fungsional outcomes were more relevant to assess the effects of revascularization treatment than death or myocardial infarction. © 2015 Indonesian Society of Interventional Cardiology Annual Meeting -- Indonesia Live.

**Keywords:** Percutaneous Coronary Intervention, Nonagenarian.
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A 59 year old man was admitted with a day history of severe chest pain. He had no previous history of chest pain before. His CAD risk factors was smoker, no history of DM or hypertension.

The ECG revealed 1 mm of ST segment elevation at V1 to V4. Serum CK was 991 ng/L and CKMB was 152 ng/L. He was treated with Clopidogrel, Enoxaparin, oral nitrate, Bisoprolol, Valsartan, and Simvastatin. Serial ECG showed increase ST segment elevation, at V1 to V4 and T inverted at I, aVL, V5-V6, He underwent early PCI.

Angiography showed mild diffuse disease in the RCA. The LAD thrombolysis in myocardial infarction (TIMI) flow grade was 1 (infarct related artery) with large thrombus at mid part.

TIMI 0/1 flow after passing with guidewire. Guiding catheter 6F BL 3.5 was used. Large thrombus burden was evident. Thrombectomy was performed with Thrombuster 6F catheter. The result was TIMI 0 flow with a large residual thrombus. POBA using Trek baloon 2.25x15 mm and several thrombus aspiration still can't restore the flow. LAD was TIMI 0. We decided to stop the procedure and patient was moved to CVCU.

At 6^th^ day, patient had two episodes of cardiac arrest with pulseless VT and we performed CPR. Defibrillation with 200 J biphasic was given and rhytme back to sinus.

Second PCI was performed next day. Using Transfemoral approach with BL 3.5/6F guiding catheter, angiography showed total occlusion of LAD. An Asahi Sion Blue wire can't cross the lesion. We decided to change the guidewire with Pilot 50 with microcatheter Finecross, wire can cross through the lesion.Several predilatation with Ryujin 1.25x12 mm and minitrek 2.0x15 mm at mid LAD. The result was TIMI 1-2 flow with thrombus at mid LAD. Thrombus aspiration with Thrombuster 6F can't eliminate the thrombus. We decided to put the stent with risk of thrombosis. A Xience V 2.75x23 mm was placed at mid LAD and flow to distal LAD improved but the thrombus migrate to distal stent. Second stent was deployed at distal stent with Xience V 2.5x15 mm. Post-dilatation was performed with stent balloon up to 12 atmospheres.

Patient was discharged 3 days later.

**Summary:** A succesful PCI was performed in patient with Acute Anteroseptal STEMI with high thrombus burden.

CP 25. Primary or Chronic Total Occlusion PCI in STEMI {#Sec32}
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**Introduction:** A myocardial infarction (heart attack) occurs when the coronary artery is totally blocked by a clot (thrombus) which forms over the fatty deposits in the wall of the artery. If the blockage persists the region of the heart muscle supplied by that artery will progressively die (myocardial necrosis). This syndrome is referred to as ST elevation myocardial infarction (STEMI), because usually this pattern (elevation of the ST segments) is seen on the ECG. The use of primary PCI has increased significantly in recent years because of worldwide research showing it to be more efficacious and cost effective than drug treatment (thrombolysis). In patients with STEMI, recommend that primary PCI treatment should be performed within 90 minutes of arrival of the patient at the PCI centre (door-to-balloon time). PCI is used to manage angina and acute coronary syndromes in three ways, alleviate the symptoms of angina, prevent future myocardial infarction, restore coronary blood flow during a heart attack.

Case Presentation: Reporting one case of 44 years-old male with chest discomfort in accordant with myocardial infarct 6 hours before admission to hospital. About 3 hours earlier the patient were admitted to Cilegon Hospital and diagnosed with ST elevation myocardial infarct (STEMI) due to his chief complaint and an elevation of ST segment at the anterior lead on his ECG image *(figure 1)*. He was given 320 mg aspilet, 600 mg Clopidogrel, 10 mg simvastatin, and 20 microgram/minute nitrogliserin. After the initial therapy the patient was referred to National Cardiovascular Center Harapan Kita (NCCHK). Risk factors for this patient was hypertension, smoking, and dislipidemia. At NCCHK, the chest pain still persist, and the ECG showed ST segment elevation at lead V1-V5, I, AVL *(figure 2)*. A primary PCI was decided to be performed, with access from right radial artery. The angiography diagnostic showed a total occlusion at left anterior descending artery (LAD) *(figure 3)*, 70-80% stenosis at proximal and 70% multiple stenosis at right coronary artery (RCA) *(figure 4)*. PCI was performed on LAD with EBU 3,5/6F guiding catheter with double wires to LAD and intermediate artery, but it turned out that the wire to LAD cannot went through the lesion *(figure 5)*. The guiding catheter was replaced with JL 4/6 F, and the wiring once again performed to LAD until about 16 minutes, and finally it went through the lesion. A 1,25 x 15 mm balloon was inserted and inflated in osteal LAD by 14 atm insuflation *(figure 6)*. Afterward, 2,0 x 15 mm balloon was inserted and inflated by 4 -12 atm insuflation from distal to osteal LAD *(figure 7)*. Later on, one DES 2,75x 24 mm stent was inserted in ostealproxymal LAD with good result, TIMI 3 flow *(figure 8)*.

**Conclusions:** Patient with a 6 hours onset STEMI with a correspond ECG image evolution was performed a primary PCI with a 73 minutes door-to-balloon time. During the procedure, there was difficulty to penetrate the lesion, which theoretically could be done easily at 6 hours onset. The difficulty to penetrate the lesion might be due to tight chronic stenosis which became an acute thrombosis, so that a CTO lesion opening technique is applied in the intervention.

**Keywords:** Electrocardiogram; STEMI; Primary PCI; CTO.
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**Introduction:** The objective of primary percutaneous coronary intervention (PPCI) is to restore epicardial flow and myocardial perfusion in culprit vessel. Approximately 40-65% of patients with STEMI have multivessel disease (MVD), which associated with worse clinical outcome as compared with single-vessel disease. MVD have in addition to the culprit lesion, 1 or more significant lesions in nonculprit vessels. Current guidelines do not recommend PPCI for nonculprit vessels, unless there is hemodynamic instability. It remains uncertain whether treatment of nonculprit vessels is required and when it should be performed in patients presenting with STEMI.

**Objective:** To present a case of PPCI on Inferior STEMI; at culprit and non-culprit lesion.

**Case Illustration:** A 47-year-old female came with severe chest pain typical infarction since 9 hour before admitted. She had moderate angina CCS II-III since 6 month and relieve with sublingual nitrat. CAD risk factors were Diabetes, Hypertension, Dislipidemia and Obesity. ECG showed ST elevation in lead III,aVF, and aVR; QS in lead II, aVF. She suffering Inferior STEMI onset 9 hours Killip I, DM tipe II and purposed for Primary PCI. The coronary angiography showed thrombus on proximal LAD (Culprit lesion), CTO on distal LAD and CTO mid RCA. Two DES were implanted on LAD, and one DES was implanted on mid RCA with TIMI Flow III. Treating nonculprit lesions together during STEMI has potential to achive optimal result.

**Conclusion:** PPCI on STEMI Inferior onset 9 hours. Two DES were implanted on LAD, and one DES was implanted on mid RCA with 0% residual stenosis and TIMI Flow III.

**Keywords:** PCI, Inferior STEMI, nonculprit lesion, MVD.
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Male, 47 y.o came with stable angina, post infarction 3 months ago. Cardiovascular risk factor was smoking. Physical examination was essentially normal with no sign of heart failure. ECG showed QS V1-V5. Chest roentgenogram showed no evidence of heart failure. Echocardiography showed LVEF 50% and hypokinetic in anterior wall. Coronary angiography showed 1 vessel disease, total occlusion in proximal LAD *(Figure 1a)* Initially, we inserted GC XB 3,5 6Fr to LMCA. Tried to penetrate the occlusion by using GW Sion Blue with back up Sapphire Balloon 1,0x10 mm. Predilatation from distal to proximal. Balloon was changed with Powerline Balloon 2,0x15mm, predilatation was repeat. Contrast was injected and showed lession in proximal LAD. Stent BMS Cobalt Chromium 3,0x29mm was inserted. Post dilatation using NC Balloon 3,0x15mm. TIMI 3 flow *(Figure 1b,1c)*. Patient was discharged on the next day.

Four days after procedure, patient came to emergency unit with severe chest pain since 3 hours. BP 90/60 mmHg, HR 120 x/i. ECG showed ST elevation V1-V6. Angiography was repeat and the result was total occlusion in proximal LAD again *(Figure 2a)*. GC XB 3,5 6Fr enganged and GW crossed. Tried to suction the thrombus by using 6 Fr Thrombuster II catheter but unable to aspirate the thrombus. Predilatation by using Powerline Balloon 2,0x15mm. GP IIb/IIIa was given intracoronary using thrombosuction catheter with TIMI 2 flow *(Figure 2b)*. We decided to put stent BMS Cobalt Chromium 3,0x19mm in proximal LAD (Figure 2c), TIMI 3 flow *(Figure 2d,2e)*.

On the same day, blood test for responsiveness to antiplatelet drugs was test. Result for clopidogrel was \>230 PRU, aspirin was \<550 ARU. Patient was discharged on day 4 with therapy ticagrelor, aspirin, statin and betablocker.

CP 28. Aneurysm Coronary Artery Conservative Treatment After Fibrinolytic Therapy {#Sec35}
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A 41-year-old male presented to the emergency department with Acute Inferoposterior STEMI Killip I onset 1 hour. Initial electrocardiogram demonstrated ST elevation at lead II, II, aVF, V7-9 and ST depression at lead V2-4, I, aVL. Medical treatment was started including loading dose of Ticarelor 180 mg, ASA chewing 160 mg, Isosorbid dinitrate 5 mg sublingual, rosuvastatin 20 mg and fibrinolytic therapy with Alteplase. It was successfully fibrinolytic treatment. Coronary angiography was performed the day after and revealed aneurysm of left anterior descending artery, left circumflex artery, proximal right coronary artery. Mid right coronary artery was totally occluded. PCI was not performed at mid RCA due to limited of insurance coverage. The patient was discharged with double antiplatelet drugs and was planned to perform re-coronary angiography 3 months later.

CP 29. Total Occlusion at Side Branch After Intervention in Bifurcation Lesion During Primary PCI {#Sec36}
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**Background:** Bifurcation lesion is a condition where a coronary artery narrowing occurring adjacent to, and/or involving the origin of a significant side branch (SB). Of course we do not want to lose a significant SB during revascularisation. Approximately 20% of percutaneous coronary interventions (PCIs) are performed to treat coronary bifurcations where percutaneous coronary interventions in bifurcation lesions have been associated with lower procedural success rates and worse clinical outcomes than non-bifurcation lesions.

**Case:** A 69 years old male patient came to the emergency room referred from another hospital with chief complaint of typical chest pain that occurred since seven hours before. At the previous hospital, patient had cardiac arrest two times with ventricle fibrillation and pulseless ventricle tachycardia but could be treated and returned to spontaneous circulation. He was sent to our hospital with diagnosis of acute coronary syndrome and already got initial therapy. Patient was an active smoker without any other risk factors. At our hospital, the patient's vital signs were normal with blood pressure 118/80 mmHg and heart rate was 64 beats per minute. The physical examination was normal, and laboratory findings were still in normal limits except for the cardiac enzymes. The electrocardiogram showed ST segmen elevation at V1-V6, I, and aVL. So, the patient was assessed with STEMI anterolateral with seven hours onset and complication of ROSC after cardiac arrest and planned to undergo primary PCI.

From the diagnostic coronary angiography showed total occlusion at ostial left anterior descendent (LAD) artery where other arteries were still normal. We canulated LCA with XB guiding catheter and inserted hydrophilic coating guide wire to LAD and the wire could go through the occlusion and tip wire was put at distal LAD. Then, we predilated the lesion with balloon 2.0/15 mm at 6 atms. The evaluation of angiography showed good flow of the LAD but there was shifting plaque to distal left main (LM), so we inflated the balloon at bifurcation with 6 atms. Suddenly the patient got acute lung oedema (ALO) and from the evaluation of angiography showed total occlusion at proximal left circumflex (LCx) with residual stenosis 70% at proximal LAD. We treated ALO with diuretic iv injection and nitroglycerin iv drip. For the problem in the coronary artery, we decided to deploy drug eluting stent (DES) 3.5/36 mm from ostial LM until proximal LAD and another DES (3.0/12 mm) was put overlap with the first stent. We postdilated the overlapped site with ex-stent balloon until 12 atms. Then, we rewired another hydrophilic coating guide wire to LCx. After putting the tip wire at distal LCX, we predilated the lesion with 2.0/15 mm continued with bare metal stent (BMS) 2.75/24 mm at ostial LCx with the provisional technique. After that, we performed kissing balloon technique at bifurcation. From the angiography evaluation, we could see there was TIMI 3 flow without coronary dissection nor significant residual stenosis. The ALO became much better. The patient was sent to ICCU for further evaluation and therapy.

**Discussion:** We did not use double wire technique to treat the bifurcation lesion at the first time because the occlusion rate for side branch with minimal disease was only \< 4%. We attempted to treat lesion of LAD because the culprit lesion of this patient was that lesion related with myocardial infarction at anterior region. After ballooning at bifurcation, we saw that there was total occlusion at LCx. The possible mechanisms were plaque shifting from main branch, vasospasm of the side branch, or carina shifting. For the bifurcation lesion that occurred, we decided to use the provisional stenting technique because it was the preferred technique for the majority of bifurcation lesions. We deployed stent at side branch because we could see that the lesion at side branch was severe without any flow.

**Conclusion:** We would rather use double wire technique to treat the bifurcation lesion to prevent the possibility of shifting plaque to the side branch. The provisional stenting technique was the preferred technique for bifurcation lesion. We must stay alert for any complications that could happen during the intervention at this kind of lesion.
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**Objective:** As a new fellow (2 months in training) dealing with primary PCI is very challenging. Precision in choosing guide catheter, wire and stent selection is a learning proses. Deciding to open IRA or non IRA in multivessel disease is also an obstacle. The most challenging of all is stress management and immediate yet accurate respond to the problem. And we performed consecutive primary PCI in the same day.

**Method:** We report serial cases from Sardjito Hospital. The first case was male 52 yo male with a chief of complaint of heavy burden on the chest since 7 hrs prior to admission. He was reffered from a district hospital. His risk factor was hypertension & smoker. His vital sign was stabil with blood pressure of 128/76 mmHg & heart rate of 88 x/mnt. His ECG shown ST elevation in anterior lead, with an elevated CKMB 223 & Trop I: 10,05mcg/l. We diagnosed the patient with acute anterior MCI onset 7 hours, Killip I, so we attempted primary PCI. We started with inserting diagnostic catheter TIG 5F and canulated LCA and RCA. The angiography revealed a total occlusion at the mid LAD after D1 (culprit lesion) and 80% stenosis proximal of the RCA. The second case was male 58 yo male with a chief of complaint of chest pain 3 hrs prior to admission. He was also reffered from a district hospital. His risk factor was hypertension, dislipidemia & smoker. From the physical examination we found a blood pressure of 100/60 mmhg & heart rate of 65 x/mnt, with warm extremities. The ECG was junctional with ST elevation in inferior, dextra, posterior & anterolateral and ST depression in high lateral. Lab result shown,CKMB 21 & trop I 0.1. We diagnose the patient with acute inferior, posterior RV infarct onset 3 hours, Killip I. We conducted a primary PCI.

**Result:** For the first case we decided to open the LAD as the culprit lesion with guiding catheter XB3,5/6 F. the catheter was advanced to LCA and continued wiring with guide wire pilot 50 through distal LAD. A Predilatation at the target vessel with 2.0/25 mm Ryujin ballon was done and the ballon was inflated at 6 atm twice, then we advanced BMS stent (Omega 2.75/28mm) at mid LAD, deployed at 14 atm. Angiography evaluation of the LCA shown a residual stenosis proximal of the stent, and decided to stent the lesion and overlap it with the first stent using BMS (Omega 3.0/24mm) deployed the stent at 14 atm. Angiographic reevaluation was done, there was still residual stenosis proximal of the second stent and we inserted another stent BMS 3.0/18mm proximal and overlapping with the second stent, deployed at 14 atm, continued with post dilatation at 16 atm several times. Following the first case, we proceed to the second case by inserting diagnostic catheter TIG 5F to the RCA and LCA and found a subtotal occlusion at proximal RCA as the culprit lesion. We advanced a guiding catheter JR 3.5/6F to the target vessel and wiring with guide wire pilot 50 to distal RCA. Predilatation was done with Maverick 2.0/15 mm ballon inflated at 6 atm and stented the lesion with DES (biometrix 3.0/28 mm) deployed at 6 atm, undergone a post dilatation at 9 atm.

**Conclusion:** The procedural result was excellent with TIMI 3 flow distally and no residual stenosis nor dissection in both cases. The patient was in a stabil condition. Primary pci is a condition that needed immediate and accurate treatment where as a new fellow in training pressure increases drastically dealing with the condition. There are multiple factors that contribute to a successful coronary intervention, overcoming stressor besides appropriate guiding and wire selection is crucial. Not to forget deciding the lesion to intervene and stent selection is also important.

**Keyword:** primary PCI, coronary total occlusion, acute myocardial infarction, multivessel disease.
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PCI (Percutaneus Coronary Intervention) of multiple lesions at right coronary artery with Shephard's Crook configuration have several problems,because of upward direction of the osteum artery anatomy. This anatomy makes the intervention is difficult, espicially if lesion occurs at the osteum.

This case report presents, that a 51 year old man was reffered from type B hospital with stable coronary artery disease and had undergone PCI on the Right Coronary Artery. From the angiography, it seemed that the Right Coronary Artery had the Shephard's Crook morphology with multiple lesions (70% osteal proximal, 80% mid, total occlusion distal) and 70% stenosis at the proximal left coronary artery.

This Shephard's Crook morpholagy created big problems as it is difficult to insert catheter to the osteum. Even if the catheter can be inserted into the osteum, the pressure can easily dropped or the catheter frequently flicked out when crossing the lesion.

To overcome the problems related to Shephard's Crook morphology, the AL1 catheter (a swan-neck-shape) was used to facilitate balloon angioplasty and stents. The result was the patient had successfully undergone revascularisation and 3 stents had been placed in to Right Coronary Artery.

**Keyword:** Shephard's Crook morphology -- multiple lessions.
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**Abstract:** Chronic total occlusion of coronary artery disease predominantly present with recurrent angina or myocardial infarction. Long-term survival myocardial function depends on the well-developed collaterals. We report on a 62 year-old man with chronic total occlusion in the left circumflex artery treated with percutaneous coronary intervention using retrograde approach. When an antegrade approach fails, a retrograde approach to recanalize a CTO is reasonable. A coronary guidewire is passed from the collateralizing vessel and directed to the distal portion of the CTO. The distal portion of the CTO is often easier to cross than the proximal portion. Once the retrograde wire is advanced into the proximal occluded vessel, a variety of techniques can be used to dilate the lesion in either a retrograde or an anterograde fashion. In this case, we use antegrade fashion. A retrograde approach for CTO has become more popular during recent years with encouraging results. This novel technique may provide an additional therapeutic option.

**Keywords:** coronary artery disease, chronic total occlusion, retrograde approach.
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Percutaneous coronary intervention (PCI) for the treatment of chronic total occlusion (CTO) is one of the most technically challenging areas of interventional cardiology. When CTO is combined with angulation and tortuosity of the coronary artery, the technical complexity of PCI for CTO is magnified. Proximal steep angulation quite likely contributes to the reduced success rate of interventions on chronically occluded circumflex arteries. Here we report A 56-year-old male patient history hypertension, hyperlipidemia, and diabetes mellitus was admitted to our hospital because of angina pectoris. Angiogram showed CTO at distal RCA *(figure 1)*. PCI was performed using an antegrade approach. After successful crossing with CTO wire, we tried to predilate with balloon 1.0 x 15 mm for several time, and continue to predilate with bigger balloon 1,5 x 10 mm and 2.2 x 10 mm. We tried to anvance stent but failed to cross the lesion. We try to make support by angker wire *(figure 2)*, but stent can't cross the lesion. So we decided to use mother and child technique with guiding catheter 7 F and STO-1 5 F, we put the child catheter deep intubations within the proximal right coronary artery and pushed until close to the lesion *(figure 3)* and finally stent successfully crossed through the lesion and inflated up to 14 atm. Finally the result was very excellent with no residual stenosis *(figure 4)*.

**Keywords:** Angulated CTO PCI, mother and child technique.
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Guide inserted inside another guide can be used to strengthen the guide,can negotiate tortuous coronary artery with minimal damage, can accept normal balloons or stent delivery system.

This case report presents a 54 years old man with STEMI anterior in 2 weeks prior to catheterization, who underwent PCI on osteal proximal LAD, distal LCX and mid RCA.PCI on osteal proximal LAD with DES had been done first, followed by PCI on distal LCX. The attempt to pass the stent to LCX had been failed because the guidewire passed through the stent strut from the proximal part of DES that had been deployed previously on osteal proximal LAD.Mother and child technicque had been used to overcome the problem. STO1 5 french inserted into EBU 3.5 6 french towards ostium LCX. Then NC balloon had been inflated on that area to destroyed stent strut that protruded to LM. The child were placed on ostium LCX and the attempt to pass the stent to LCX had succeed.

**Conclusion:** mother and child technicque can be useful in an effort to do the stent interseption.
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The risk of mayor complication during percutaneous coronary intervention is influenced by angiographic, patient related and clinical factors. Subtotal occlusion of heavy calcified bifurcation left main in early intervention strategy of 64 year old woman with high risk stratification of Non ST Elevation of Myocardial Infarction is very high risk procedure.

The coronary angiogram showed 50% stenosis at distal Left Main, a round-shapedfilling defect of the contrast at proximal left descending coronary artery (LAD) caused total occlusion of proximal LAD, total occlusion at osteal left circumflex artery (LCx), anomaly origin of osteal right coronary artery (RCA), heavy calcified of RCA and significant stenosis at mid RCA. After completion of diagnostic coronary angiography, we thought the proximal LAD lesion represent either thrombus or calcified plaque. The angioplasty wire were placed in distal LAD supporting by balloon 2.0x15mm. During this procedure the patient had chest pain and hemodynamic instability. The balloon was inflated at 16 atm and upsized with non compliant baloon 2.5x20 mm at 20 atm. Stent DES was placed at distal LM-proximal LAD, proximalmid LAD and mid LAD. The patient's hemodynamic had improved and TIMI 3 flow had been restored. Knowledge of these factors (angiographic, patient related and clinical factors) allows the interventionist to identify the patient at high risk complication and facilitates the essential discussion of the risks and benefits of the intervention with the patient, family and hospital personnel. Appropriate measures can be taken before and during the high risk PCI procedure to minimize the risk of a major adverse event, and the medical team can be optimally prepared to deal with complications.

**Keywords:** high risk procedure, heavily calcified plaque.
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Many interventionists avoid to deal CTO lesions in many reasons, particularly due to long procedures, uncertain success rate and high radiation burden. The most challenging one is providing the adequate support of the guiding catheter to back up the procedure.

This case report presents a woman with stable angina who underwent PCI on CTO at the proximal of RCA. Using the anterograde approach, the lesion became very challenging because the ostium of the RCA was unusual in origin. The support of the guiding catheter was not strong enough made the CTO failed to be crossed in several attempts. Finally, by using the multipurpose guiding catheter and supported by anchoring balloon technique, the CTO had been successfully negotiated and three DESs had been deployed at the RCA.

At the end of the procedure, the fourth DES failed to be advanced at distal of RCA, in which the stent was severely stuck in the prior osteal-proximal stents. After so many attempts, the last stent had been pulled out and the strut was heavily damaged. The open-cell design of those involved DESs was the main cause of that stent placement failure.

**Keyword:** strong support - anchoring balloon technique - open cell design.
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We report on 54-year-old man with significant bifurcation lesion of the Left Artery Dessendent and Diagonal one treated with Percutaneous Coronary Intervention (PCI) using the T and Protrusion (TAP) technique.

PCI for the treatment of bifurcation lesions is associated with a lower success rate and increased risk of subacute stent thrombosis and restenosis. The best approach for the management of a bifurcation to achieve optimal procedural outcomes No two bifurcations are identical, and no single strategy exists that can be applied to every bifurcation, therefor, a critical issue in bifurcation angioplasty regards the selection of the most appropriate strategy for an individual bifurcation.

In this case patient with complex bifurcation lesion (Medina class 1.1.1). We chose the TAP technique because it could minimize arterial injury, prevent gaps inside the branch and guarantees the complete coverage of the side branch ostium to prevent restenosis formation and more importantly, we hope long-term success with low restenosis rates and low major adverse clinical event.

**Keyword:** PCI, Bifurcation, TAP technique.
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The approach to cannulate chronic total occlusion (CTO) still remains challenging. CTO lesion with blunt entry point with the presence of side branch at proximal stump may frequently be difficult to puncture. We report a succesful case of re-attempted CTO Percutaneous Coronary Intervention (PCI) of left circumflex artery bifucartio with difficult angulation and side branch existence at the stump, using antegrade approach assisted by crusade microcatheter.

**Keyword:** Crusade microcatheter -- chronic total occlusion.
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Chronic total occlusion (CTO) recanalizations remain extremely challenging procedures. CTO are present in about 15%-30% of patients referred for percutaneous coronary intervention (PCI). Successful CTO-PCI is associated with improved cardiac symptoms, exercise tolerance, survival, and reduced major adverse cardiac events. The antegrade approach is still the first strategy for CTO-PCI, however, some technical challenges remain in complex CTO-PCI procedures. Dual arterial access allows visualisation of the vessel both proximal and distal to the occlusion as well as the course of interventional collaterals. Potential access sites include bilateral femoral, combination of femoral and radial and bilateral radial arteries has been shown to be safe and feasible in patients with CTO. We present two cases with Stable Angina Pectoris CCS II-III, old anterior myocardial Infraction, dyslipidemia and Hypertension, with previous Angiography showed Total Occlusion at LAD, non significant stenosis at LCx, and non significant stenosis at RCA with distal part gave collateral to LAD. We perform double puncuture at right radial artery and at right femoral artery. Simultaneous double contrast injection is mandatory to visualize the distal vascular bed beyond the CTO, via the collateral-supplying side of the artery. The CTO was successfully recanalized using antegrade approach with guide wire Fielder XTA with micro --catheter as back up until distal lession without any access site complications. Stents were deployed at mid until osteal LAD with good result.
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Bifurcation lesions during Primary PCI for patient with STEMI were commonly found. As evidenced by the discovery of bifurcation lesions in 14% of the total patients underwent PCI for STEMI and the LAD lesion. Procedural success rate of bifurcation lesions has been shown to be lower than the non-bifurcation lesions. The long-term outcome of bifurcation lesions was also more harmful than non-bifurcation lesions. The best approach for treating bifurcation lesions is still controversial, although it has been many experiments to discuss technical issues about the treatment of bifurcation lesions, for example, the stent compared to the two-stent, use of "prison" wire, and final kissing balloon inflation.

This case report presents a man who had inferior AMI and extensive anterior ischemia. The angiogram revealed osteal and distal stenosis in LM and long lesion in osteal-proximal LAD. The PCI had been performed and 3 DESs had been installed in bifurcation site using mini-Crush technique.

Regarding the STEMI patients were excluded from the majority of bifurcation trials, there are little data to support one technique for treatment over another. However, during an emergent primary PCI case, a simple and rapid technique such as provisional T-stenting is probably better than complex stenting.

**Keyword:** bifurcation lesion - primary PCI -- mini crush technique.
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**Background:** Abnormal coronary arteries occur in 1% of general population. Normal right coronary artery (RCA) usually arises from an ostium just below the sinotubular junction of the right anterior sinus of Valsalva. ST-segment elevation myocardial infarction (STEMI) in patients with coronary artery anomalies makes the identification of culprit lesion challenging, also for percutaneous coronary intervention (PCI).

**Method:** A 49 years old male came to outpatient department with chief complaint of epigastric pain & burning sensation on the chest since several hours before. The electrocardiogram showed pathological Q & inverted T waves in inferior leads. He had coronary angiography two weeks before admission in another hospital with the result of RCA couldn't be found and 90% lesions in mid left anterior descending (LAD) & diagonal-1 (D1). Coronary computed tomography (CT) showed that the RCA ostium was originated from left coronary cusp and there were severe stenosis in mid RCA, LAD, D1.

**Result:** He had second coronary angiography one week after the chest pain with the result of RCA ostial could be easily found on the ascending aorta, 98% lesion with thrombus in proximal and 40% in mid RCA, 30-40% lesion in mid LAD and 80% in ostial-mid D1. The result support previous working diagnosis of recent inferior STEMI. He then underwent PCI, with stent implanted in proximal RCA showed a good result.

**Conclusion:** Management of patient with STEMI and coronary ostial anomaly could be tricky and challenging, however additional information from CT angiography might be useful to find the anomaly culprit lesion, thus the interventional therapy can be optimized.

MP 2. The Hidden Lesson Beyond Dynamic ST-T Changes in an NSTEMI High Risk Patient {#Sec50}
----------------------------------------------------------------------------------

Adheriyani

Revi

Oktaviono

Yudi Her

^*1*^*Cardiology Resident of Airlangga University Faculty of Medicine -- Dr.Soetomo Teaching Hospital*

^*2*^*Senior Cardiologist of Airlangga University Faculty of Medicine -- Dr.Soetomo Teaching Hospital*

**Case llustration:** Mr. P/55 yo came to Emergency Ward with a chief complain of severe resting chest pain since 4.5 hours prior to admission. The pain could not relieved by sublingual nitrat; no dyspneu, no palpitation, nor edema. Some episodes of chest pain had been experienced since 7 days before the current admission. General impression: yelling around due to the chest pain (CCS class IV). BP 130/70, HR 70 bpm, RR 24x/min, SO2 95%. Other physical examinations: within normal limit. The first ECG made at emergency ward was sinus rythm with anteroseptal old myocardial infarction with normal T waves. There was slightly elevated cardiac marker (CKMB 54.1 and Troponin I 0.06) as well as abnormal wall motion at inferoseptal (B-M), anteroseptal (B-M), and septal (A). The second ECG was made 3 hours after due to patient complaint of subsided chest pain. It was sinus bradycardia rythm with ST segment changes similar to hyperacute myocardial infarction pattern. Was it a STEMI or was it just a transient ST-Elevation? Additional 300 mg Clopidogrel loading dose was given for the probability of PCI. To evaluate the case, the third ECG was performed 30 minutes after the second ECG. It was accelerated idioventricular rythm with sinus episodes, and ST-T changes at V1-V4. And so, the final diagnosis of this patient was: NSTEMI High Risk. Urgent PCI was then decided. Diffuse disease of LAD with 99% critical stenosis and thrombus containing lesion at proximal segment were found from the diagnostic coronary angiography. Three stents were inserted to provide good coronary flow. Directly after PCI, no chest pain and no accelerated idioventricular ryhtm were found; while T inversions were found at V1-V4. Discussion: What is the hidden lesson beyond these dynamic ST-T changes? The "normal" T wave from the first ECG during the severe chest pain was finally concluded as pseudonormalization. At that time, there might be total occlussion (no flow) of coronary artery. After DAPT loading dose was performed, there might be mild revascularization and so the pseudonormalization was changed into biphasic wave that similar to hyperacute ST elevation pattern. Was it a Wallen's Syndrome? And\...what was the cause of accelerated idioventricular ryhtm? The accelerated idioventricular rythm (slow VT) was due to further partial revascularization after 300 mg Clopidogrel additional loading dose. So, the dynamic ST-T changes were actually good sign because the transformation between no flow to partial flow of coronary artery had been progressed. It was proven by the diagnostic coronary angiography result which presented non-total occlussion lesion. Moreover, the "ischemic" T wave pattern after complete revascularization from PCI was sign of good coronary artery flow. In that time, there was no complaint of chest pain, and the ECG was free of accelerated idioventricular ryhtm too. Conclusion: This is an NSTEMI high risk case with interesting ECG dynamic changes including: pseudonormalization, possible Wallen's Syndrome, and accelerated idioventricular rythm. Lesson learned: "normal" T wave is not always sign of good coronary flow. Contrary, if "normal" T wave was accompanied with severe resting chest pain, it might be sign of no flow. Therefore, if not sharply analyzed, pseudonormalization can be a masking pitfall leading to a lost-diagnostic of coronary artery disease.

**Keywords:** NSTEMI, pseudonormalization, Wallen's Syndrome, accelerated idioventricular rythm, coronary flow.
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Acute stent thrombosis after percutaneous coronary intervention (PCI) is still problematic because of the subsequent development of myocardial infarction and poor prognosis. The incidence of acute stent thrombosis, occurring within 0-24 hours after PCI, is relatively low, but underlying causes and treatment strategy are not well defined. Thrombus aspiration, balloon angioplasty and glycoprotein IIb/IIIa receptor blocker or intracoronary fibrinolitycs agents could be therapeutic options. We report a case of acute stent thrombosis which developed after PCI for LCx. 24 hours after PCI,The patient complaint of chest pain, ST elevation in V1-V6 and subsequently rescucitated because of ventricular fibrillation, The emergent angiogram (CAG) under rescuscitation showed acute stent thrombosis in LM, LAD and LCx and unsuccessfull treated with intracoronary streptokinase.

**Keywords:** coronary thrombosis, fibrinolytic agents.
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Acute coronary syndrome (ACS) resulting from left main coronary artery (LMCA) stenosis is associated with a significant morbidity and mortality rates. The current guidelines recommend urgent coronary artery bypass grafting (CABG) as the first line treatment on hemodynamically stable patients, but percutaneous coronary interventions (PCI) is likely to lead to faster reperfusion of coronary flow, avoiding delays of major surgical intervention.

**Case Report:** A 55-year-old man was referred with history of retrosternal chest pain in 15 hours before admission, associated with shortness of breath. Patient already received loading dose of Aspilet and Clopidogrel and sublingual nitrat. He was hemodynamically stable with no support. From other physical examination found elevated jugular venous pressure, S3 heart sound, rhales in both lung, and extremities was warm. The ECG showed sinus rhythm with pathological Q wave at anteroseptal leads, and ischemic in apicolateral and high lateral leads. Both CKMB and Troponin T was elevated (222 U/L and 1.30 ng/mL respectively). Based on those datas, patient was diagnosed as NSTEMI with GRACE risk score 133 and treated in cardiac ICU.

Coronary angiography was performed 36 hours after admission and revealed 100% stenosis at distal of LMCA, the right coronary artery (RCA) was normal and gave collateral flow to left anterior descendent (LAD) and left circumflex (LCX) arteries. Since urgent CABG can not be done in our hospital, we decided to perform PCI. Initially with 7 Fr guide catheter (GC) AL 1 and guide wire (GW) Sion Blue. Predilatation was performed at lesion site with 2.0 x 15 mm Maverick balloon, then flow to LAD and LCX were restored. Culprit lesion was showed at bifurcation of LAD and LCX. GW Extra Floppy was put on LCX and 3.5 x 33 mm Combo stent DES was deployed at LM to LAD, and predilatation was performed with 4.0 x12 mm Saphire balloon NC. Angiographic after stenting showed dissection at distal of stent, so we decided to deployed 3.0 x 15 mm Combo stent DES. TIMI flow after procedur was 3, with no residual stenosis, and patient is hemodinamically stable.

Left main PCI appears to be safe and feasible on a totally occluded LM lesion. Rapid treatment and safety appears to be favoring PCI on selected patients.
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A 59 - year - old male with diabetes mellitus type II, presented to the emergency department 7 hours after the onset of acute chest pain. The ECG showed ST- segment elevation in the inferoposterior leads and V4R. The diagnosis of an acute inferoposterior ST- segment Elevation Myocardial infarction (STEMI) with right ventricular infarction was made.

The patient was given aspirin 160 mg, Clopidogrel 600 mg and heparin 4000 unit according to the STEMI protocol. Primary percutaneous coronary intervention (PCI) was performed and the coronary angiography revealed multivessel disease with thrombotic total occlusion of the distal right coronary artery (RCA) and right ventricular branch (RV) as infarct related artery (IRA). The mid left anterior descending artery (LAD) and the proximal circumflex (Cx) were chronically totally occluded *(figure 1,2,3)*.

Primary PCI of the RCA was performed using guiding catheter JR 3,5/6F. After intravenous administration of eptifibatide followed by intracoronary administration and thrombus manipulation using non inflated balloon shifted back and forth, there was still no- reflow because the thrombus burden was very large. Thrombosuction devices were not available at the time of intervention. We decided to administer intracoronary streptokinase (4x 75.000 unit, interval 5-10 minutes) resulting in TIMI flow 3 of the RCA without visible thrombus and RV was surprisingly visualized with normal flow *(figure 4)*. A significant stenosis in the distal RCA was seen and treated with implantation of a drug-eluting stent (2,75 x 33 mm). The final angiography revealed satisfactory result with TIMI flow 3 and myocardial blush grade 2-3 *(figure 5)*.

This case represents a feasible treatment of STEMI using hybrid intracoronary fibrinolytic agents and coronary stenting in a case with a large thrombus burden when mechanical thrombectomy devices are not available.

MP 6. Acute Stent Thrombosis Post Primary PCI in a Patient With Aspirin and Clopidogrel Resistance : A Case Report {#Sec54}
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Platelets play a central role in the pathogenesis of atherothrombosis. Dual antiplatelet therapy with combination of clopidogrel and aspirin has been shown to reduce ischemic events in patients undergoing percutaneous coronary intervention (PCI) and stenting. Although dual antiplatelet therapy reduces the risk of cardiovascular episodes after PCI, a substantial number of incidents continue to occur. Aspirin and clopidogrel resistance are emerging clinical entities with potentially severe consequences such as recurrent myocardial infarction, which is a rare condition. However the current clinical guidelines do not support routine screenings for antiplatelet resistance because standardized objective screening has not yet been established. We reported a 37 years-old male patient that suffered recurrent myocardial infarction after succesful primary PCI. Chest pain and acute ST elevation on ECG resolved during administration of integrilin. We suspected aspirin and clopidogrel resistance, so the therapy was switched to ticagrelor, triflusal, aspirin and integrilin. Angiography two days later showed patent stent in LAD without any thrombus or dissections. Later the patient was found out to be aspirin resistance and suspected of clopidogrel resistance. After the patient was stable, he was sent home with ticagrelor and cardioaspirin. This case report describes mechanism and treatment options for aspirin and clopidogrel resistance.

**Keywords:** Platelets, Aspirin, Clopidogrel, Drug resistance, Percutaneus Coronary Intervention.
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**Background & Objective:** As the name implies, the LAD should only descend in the anterior aspect of the heart, but in 15% of cases, it can take posterior descending course as well. Here we present a rare case of isolated inferior STEMI, progressing to anterior-inferior STEMI with unexpected "wrapped LAD" as its culprit and explain the evolution of thrombosis by 12 lead serial surface ECG.

**Case Presentation:** 48-year-old male was admitted with unstable angina pectoris to our hospital with repeated typical angina and relatively normal ECG reading and low cardiac enzyme level. The patient was then heparinized using enoxaparin in the ward after loading aspirin and clopidogrel. On the second day during his stay, suddenly he felt a worsening

As the catheterization lab was prepared for primary PCI, the symptoms became even more excruciating and we took another serial ECG less than an hour after the first ECG, showing simultaneous anterior & inferior STEMI, where the ST segment in V1-V4 were also elevated.

Coroangiography revealed 70% stenosis in mid RCA, and an unusual anatomy where long wrapped LAD continues to form the PDA together with distal RCA and supplied most of the inferior wall. Left contrast injection demonstrated irregular non dominant LCx, and high thrombosis burden from near LAD ostium up to mid LAD. We used BL 3.5/6Fr as our guiding catheter for the left coronary intervention. Asahi Sion Blue wire had some difficulty to pass the lesion therefore we exchange it to HT Pilot 50 which was successfully directed to distal LAD and move Sion Blue to protect the LCx. After about 9 rounds of thrombosuction with Thrombuster II and multiple ballooning with Tazuna 2.0x15mm up to 10 atm, we managed to get a clearer view of the lesion which started from a proximal LAD until mid LAD.At last we placed 2 DES: Biomatrix 2.5x36mm in mid LAD and Biomatrix 2.75x33mm in proximal LAD with good Timi 3 flow end result.

**Discussion:** LAD is graded in three types according to anatomy : Type 1 falls short of apex, Type 2 reach up to the LV apex and Type 3 wraps around LV apex and travels some distance in the posterior inter-ventricular groove. The term "wrapped LAD" was first coined by Sasaki et al, defined as an LAD from a post-reperfusion coronary angiogram that perfuses at least one fourth of the inferior wall of the left ventricle in the right anterior oblique projection *(Figure 4)*.1 Akedemir et al. described a patient with acute anterior and inferior wall myocardial infarction due to occlusion of the "wrapped LAD".2 Another report by Clark et al described a patient with an anomaly where the LAD formed the PDA and terminated just before the crux.3 Recently, Roy et al reported a case of isolated inferior STEMI caused by occlusion distal to D1 of an LAD with anomalous continuation to the PDA.4 In our report we had the perfect opportunity to observe the evolution from isolated inferior STEMI to anterior-inferior STEMI in one patient with a similar "wrapped LAD" variant.

Our patient presented initially with inferior STEMI, which mostly caused by an occlusion in the RCA, infrequently in LCx and even rarer in LAD. From Figure 1, we learned that the ST deviation in lead II and III seemed to be equal, with more tendency of being higher in lead III. We also found reciprocal ST depression in lead avL and lead I, which gave off an impression that the injury vector dominantly directed to the right side. One might argue that the culprit was RCA, but in this case, the ECG manifestation can be explained by the unique LAD anatomy variety where the "wrapped LAD" formed a continuation to the PDA and may also perfuse the inferior wall in a more rightwardly fashion. Therefore, at this point in time, we assume that injury due to thrombosis was limited to very distal LAD.

On serial ECG *(Figure 2)*, we observed evolution of the 12-lead ECG to anterior-inferior STEMI. In previous reports, there are 4 conditions in cases of LAD occlusion according to the existence of a wrapped LAD: 1) If the patient has a wrapped LAD and the location of the occlusion is proximal to D1, ST segments are elevated in anterior leads and remain within isoelectric lines in inferior leads; 2) If the patient does not have a wrapped LAD and the location of the occlusion is distal to D1, ST is elevated in anterior leads and remains within isoelectric lines in inferior leads; 3) If the patient does not have a wrapped LAD and the location of the occlusion is proximal to D1, ST is elevated in anterior leads and reciprocal ST depressions occur in inferior leads; 4) and if the patient has a wrapped LAD and the location of the occlusion is distal to D1, the ST segment is elevated in anterior and inferior leads simultaneously. Luna et al had also proposed an algorithm to point out the level of occlusion in patients with ST elevation in precordial leads, in which concomitant ST elevation in II,III,aVF speaks for a culprit distal di D1 *(Figure 5)*. In our patient, it seemed that the thrombus that was originally formed distal to D2, expanded to create more injury proximally, creating subsequent ST elevation in the precordial leads. After primary PCI, the anterior and inferior ST segment elevation resolved to isoelectric line suggesting that the lesion in LAD was responsible for ECG change in those areas.

In conclusion, we have described a rare case of left dominant coronary system, where the LAD wraps around the apex, forming posterior descending artery. When the occlusion occured in the distal LAD, the patient presented with isolated inferior STEMI as a consequence that LAD also supplied the inferior wall and septum. As the injury expanded to a more proximal area, the ECG evolved to concomitant anterior-inferior STEMI. Cardiologists must be aware of such anatomical variation as the longer LAD covered wider myocardial perfusion segments and hence posed wider areas of jeopardy should it become occluded.
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While coronary artery bypass grafting (CABG) has been the standard of care for patients with unprotected left main coronary artery disease, advances in percutaneous coronary intervention (PCI) have made stent placement a reasonable alternative in selected patients. We describe a 66-year-old man with 3-vessel coronary artery disease who refuses to undergo CABG. Stenting of ostial lesion appears to be safe and effective with low rates of major cardiac adverse events and restenosis. We use T-stent technique through transradial approach. First we implate stent from ostial left main to left circumflex artery and then we implate stent in ostial LAD. A PCI of left main disease has become more popular during recent years with encouraging results. This novel technique may provide an additional therapeutic option.

**Keywords:** percutaneous coronary intervention, left main disease, critical ostial stenosis, T-stent technique.
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Male 61 years old who presented with stable angina since 1 month ago, with Risk factor of CAD: hypertension, Dyslipidemia and heavy smoker. The ECG showed inferior old myocardial infarction. Diagnostic coronary angiography found : bifurcatio lesion at distal LMCA with significant stenosis 60% at the distal LM and 65% at the osteal LCx (Medina score 1-1-0), high D1 and diffuse disease with maximal stenosis 85% at the distal LAD after D2, Significant stenosis 85% at the osteal LCx and CTO at the distal after OM1, diffuse disease with maximal stenosis 95% at the mid RCA. A 6-Fr JR 4.0 guiding catheter (Launcher, Medtronic) was engaged into the right coronary artery ostium via the femoral artery. GW pilot 50 (Hi-Torque Pilot 50) inserted to distal RCA. Perform Balloon support by Saphire II inserted to mid RCA and dilated, after that perform balloon to proximal RCA and dilated. Stent DES Firebird II (Rapamycin) to mid RCA and dilated. Stent BMS Apollo 3.0x36 mm inserted to proximal-mid RCA, overlapping with previous stent, but was loosed and insert to the guiding catheter. BMS stent was pulled with DOC GW extension. GC 6F 4.0 inserted to ascending Aorta and engaged at ostium RCA. BMS stent Arthos PICO 3.0x 34 mm inserted to proximal-mid RCA, overlapping with previous stent and dilated. Final angiography confirmed successful pull out of loose stent and dilation of the RCA.

**Keyword:** diffuse disease with maximal stenosis, RCA, loose stent, doc GW extension technique.
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We need many device end extra cost to open CTO lesion. But unfortunately, several government insurance(BPJS) patients in our hospital Telogorejo Hospital Semarang (B type hospital) don't have any money to pay more. Still we have obligation to do our best. From October 2014 to October 2015 we did CTO case with funding from this insurance in 9 patient. The funding from this insurance was 36 until 46 million per case.

To reduced cost we used re-use guiding catheter, wire, balloon, and microcatheter. We failed to cross the CTO in 6 patient. Usually it because the CTO lesion was very long and calcified. We started with re-use Fielder XT wire, and escalated the wire to another 'hard' wire. But of course re-use wire lost their capability to cross the lesion. And also our microcatheter and ballon. In our 3 cases that succeded, we crossed them with prolonged x-ray time and many difficulties.

According to our experience, we can open CTO lesion in BPJS era. But we need very excellent strategy, include detail review of the electrocardiography, echocardiography and coronary angiography to make the greatest benefit to the patient.

Mp 11. Iatrogenic Coronary Artery Fistula in Percutaneous Transluminal Coronary Angioplasty {#Sec59}
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Iatrogenic or acquired coronary artery fistula is an uncommon complication that mostly avoided during percutaneous coronary intervention. Optimal management and predictors are lacking due to limited cases. Treatment includes medical therapy, transcatheter closure of the fistula or surgical ligation of the fistula. However, these treatments should be tailored according to the size and location of fistula, patient's age and clinical presentation. The use of eluted-stent are novel, nevertheless their use is not free from stent thrombosis. We report a case of asymptomatic iatrogenic coronary artery fistula type IV with small diameter. The patient was managed conservatively and used conventional stent.

**Keyword:** iatrogenic coronary artery fistula, Percutaneous Coronary Intervention complications.
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Drug-eluting stents (DES) have greatly reduced the risk of in-stent restenosis (ISR) by inhibiting neointimal growth, compared to baremetal stents (BMS). Nevertheless, DES are still prone to device failure, which may lead to a harmful outcome such as the development of myocardial ischemia by in-stent restenosis or thrombosis, and repeated coronary intervention may be required. Recently, stent fracture (SF), which is a rare event, has emerged as a potential mechanism of DES failure that is associated with ISR. We report a case of a drug-eluting stent fracture and in-stent restenosis which are detected by the use of coronary angiography and MSCT. The patient then underwent a stent re-implantation procedure at target lesion.

**Keyword:** Percutaneus Coronary Intervention, Drug-Eluting Stent, Stent Fracture, In stent Re-stenosis.
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**Background:** Brugada syndrome is a disorder characterized by arrhythmias and sudden cardiac death associated with one of several electrocardiographic (ECG) patterns characterized by incomplete right bundle-branch block and ST elevations in the anterior precordial leads. Arrhythmias and sudden death also have been reported in patients with myocardial bridging which is generally confined to the mid left anterior descending artery (LAD) artery and sometimes cause chest pain or discomfort.

**Methods:** A 41 yo male with epigastric pain also nausea and vomiting. no chest pain, chest discomfort nor dyspnea. He revealed the history of thrombolytic infusion due to chest discomfort and was diagnosed as heart attack one year ago at another hospital. No history of fainting. Physical examination was normal and only epigastric pain in palpation. ECG showed right bundle branch block with the characteristics of Brugada syndrome. Plasma Electrolytes and cardiac enzymes were normal. Echocardiography was performed and showed normal valves, dimensions and wall motion, and good LV function. Coronary angiogram showed moderate to severe bridging which cause 85% compression of mid segment of LAD artery.

Results: Non-dihydropiridine calcium antagonist was given and planned for ICD implantation, but the patient did not return for further work-up.

**Conclusion:** Chest discomfort in patients with myocardial bridging and brugada syndrome sometimes can be misdiagnosed as ST elevation myocardial infarction (STEMI). The myocardial bridging may lead to chest discomfort and the Brugada showed "ST elevation-like" ECG pattern at presentation. The diagnosis of STEMI must be confirmed by carefully differentiate between "ST elevation-like" pattern and true ST segment elevation, and further confirmation could be made by serial ECGs and elevation of cardiac enzymes when there is a doubt.
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Coronary air embolism remains a serious complication of cardiac catheterization despite careful prevention. The complications of coronary air embolism range from clinically insignificant events to acute coronary syndrome, cardiogenic shock and death. We report here a case of multiple air emboli in both left coronary arteries, complicated by cardiogenic shock and ventricular fibrillation in a 49-year-old male patient undertaking elective percutaneous coronary intervention (PCI). The patient recovered after supportive measures, including oxygen, intravenous dopamine infusion,and cardiac compression; and repeated forceful injection of heparinized saline which successfully resolved the air emboli. He then eventually underwent successful PCI in left anterior descending artery (LAD) without any residual stenosis.

Keywords: coronary arteries, air embolism, cardiogenic shock, ventricullar fibrillation, saline injection.
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Descending thoracal aorta (DTA) dissection is one of the most common aortic emergency. It can be fatal if not promptly diagnosed and treated. Aortic Intramural Hematoma (IMH) represent a subtype of aortic dissection characterized by cresentic thickening of the aortic wall and the absence of an intimal flap or visualized entry point. The most common risk factors associated with IMH are hypertension, atherosclerosis, and advanced age. The diagnosis is typically established by imaging techniques such as MSCT Scan or MRI. Recently, endovascular stent grafting would be the treatment of choice for symptomatic patients. In this case we report the male with acute type B IMH involvement whole descending thoracal aorta (DTA) combining with Coroner Arterial Disease.

**Keywords:** Descending Thoracal Aorta - Aortic Intramural Hematoma - Endovascular Stent Grafting - Coroner Arterial Disease.
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The transcatheter closure of the atrial septal defect (ASD) has become an alternative technique to surgical procedure. Amplatzer Septal Occluder (ASO) migration and embolization after deployement is rare. Percutaneous retrieval of the ASO after release have been reported. Most embolization occurred because of inadequate rim or undersized device. We reported a case of successful percutaneous retrieval of protrude ASO into the right atrium during ASD closure.

A 12 year old girl with Secundum Atrial Septal Defect came to pediatric cardiology. Clinical examination revealed normal vital parameters with a 3/6 ejection systolic murmur in the pulmonary area. The splitting of the second heart sound was wide and fixed. The respiratory system examination was unremarkable. Her ECG revealed sinus a rhythm with RAD axis and RVH. The echocardiography before procedure, there was Secundum ASD L to R shunt with defect IAS 23,4mm, anterior rim 10,4mm and posterior rim 4,4 mm (inadequate rim), The child was taken transcatheter closure of ASD with general anesthesia, guiding fluoroscopy and transtorachal echocardiography and transesophageal echocardiography.

The size of the defect confirmed with balloon sizing accumark lifetech 34mm intra procedural. Post procedural ASD Closure with device ASO Lifetech 28mm, there was good deployement. But after delivery cable released from device, fluoroscopy showed residual flow and ASO protruded to the right atrium, confirmed by TEE. We decided to retrieve device ASO percutaneusly with amplatzer goose neck snare. First we changed the femoral sheath into long stright sheath 12F (Cook Medical Inc), and through the delivery cabel and tracker catheter 0,035 we delivered amplatz goose neck snare 6F and could hold the screw on right atrial disk of ASO, and with gentle and constant we bringing back the device into delivery cable, but we failed. We changed the snare into 4Fsize and hold the screw on right atrial disk firmly, and could bring back the ASO throught the sheath into vena cava inferior and out of the body. There was no complication after the procedure.The possibility of the protrude ASO was inadequate rim and large defect ASD.

**Keywords:** Protrude ASO, percutaneous retrieval ASO.
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Acute total occlusion of the left main artery (LMCA) is a rare cause of myocardial infarction, it carries catastrophic and mostly fatal event. Patients may present with cardiogenic shock and die whenever this event occurs. The treatment of an acute left main artery occlusion still poses a challenge. We report a case of a 55-year-old man with typical chest pain, the ECG showed ST segment depression at inferior and anterolateral lead. This patient had acute myocardial infarction due to acute distal left main occlusion. The patient then underwent a successful angioplasty with 'stenting' of left main coronary artery with good angiographic result. Two days after PCI the patient experienced lung edema and required mechanical ventilation support but then made a gradual recovery. The patient was discharged from the hospital 8 days after admission.

**Keyword:** myocardial infarction, acute left main occlusion, percutaneous coronary intervention.
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**Introduction:** Central venous access devices for chemotherapy are being used extensively in patients with cancer. Spontaneous fracture and migration of the catheter is uncommon. We present the retrieving procedure for uncommon occurrence of a fracture and spontaneous migration of the chemoport fragment into the pulmonary artery as a delayed complication of a central venous access catheter implanted for chemotherapy administration.

**Case Report:** A 35-year-old woman was referred to the Moewardi General Hospital Surakarta because of there was a chemoport fragment into her pulmonary artery. Patient history included post radical mastectomy because of breast cancer and routinely go to another hospital for chemoteraphy. Cardiac examination, laboratory finding, and electrocardiogram were normal. Chest X-ray and Echocardiography demonstrated visualization of the catheter fragment in pulmonary artery. The migrated chemoport catheter fragment were retrieved using snaring device and 6 Fr diagnostic catheter with right heart catheterization procedure. Transfemoral Snaring Technique using 8 Fr short introducer sheath were used. First we snared the catheter tip in right pulmonary artery via right femoral vein. After that, the port catheter was herded to right iliac artery. Finnaly, we successfully pulled out the migrated chemoport catheter fragment via introducer sheath. She had an uneventful recovery.

**Conclusion:** Catheter fracture remains a potential complication, which must be recognized and treated promptly. Transfemoral Snaring Technique is a safe and useful technique to retrieve the migrated chemoport catheter fragment in chemotherapy patient who used chemoport.

**Keywords:** chemoport, chemotherapy, migration, pulmonary artery.
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Sticky thrombus is often the case in STEMI, the problem is being debate among experts for action aspirate or not aspirate.This case report present a 55 yo man with STEMI inferior right ventricle killip I onset 6 hours. This patient was indicated to primary PCI so we do step by Step procedure PTCA. Resulted there was, dominant RCA CTO proximal RCA with thrombus,stenosis 80 % at proximal LAD, LCX non dominant collateral grade II from OM1 to septal LAD, LMCA was normal. We decided to aspirate thrombus by using thrombuster 6F. We insert the STENT DES XLimus 3,5x32mm from proximal to mid RCA by using Traping method. The patient haemodinamic was decreasing BP 80/40, from evaluation and found thrombus at distal RCA then we aspirate it by using thrombuster and we gave streptokinase 150.000 ui intra coronary, we insert the GW runthrough NS hypercoat to distal RPL, during this procedure the patient went into ventricular tachycardia, we get resuscitation and defibrillate 360 joule ROSC. We continued the procedure by stenting RPL with DES Promus Element Plus 2,5 x 28 mm and then we gave Integrilin 11.7 cc intra coronary. After that,we insert STENT DES CRE-8 4.0 x 20 mm to osteal proximal RCA overlapping with Stent distal, Balloon Maverick 2.0 x 15 mm to RPDA, cedocard 1mg iv, we aspirate the distal thrombus and gave Integrilin 11,7 cc intracoronary. We insert the BMS Precision 2.5 x 8 mm to RPDA. Balloon ex stent CRE-8 to proximal RCA 4.0 x 20mm dilate from distal RCA until proximal segment. The problem sticky thrombus was succed patient went well and good perfusion.

**Conclusion:** Sticky thrombus could be solved with aspiring thrombus accompanied streptokinase drug delivery and integrilin.
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Facing with leftmain stenosis is a challenge. Part of the leftmain that sometime missed from our concern is ostial leftmain. The aim of this case report is to remind us that progression of atherosclerosis can happen shortly and we must aware about patient complaint after stent insertion. Another thing that we can learn from this case report is the possibility of ostial leftmain stenosis when the blood pressure fall during angiography / angioplasty coroner

A 55 years man came to the cardiovascular center Mayapada Hospital Tangerang with chief complaint of chest pain. He got treadmill exercise test and showed positif ischemic response. On January 2015 he underwent angiography coroner and the result is Ostial LM stenosis 30 %, LAD stenosis 80 %, Diagonal 1 stenosis 80 %, LCX stenosis 80 % and RCA stenosis 99 % at Posterolateral Branch. We did angioplasty and put 3 stent on LAD, LCX and RCA. He was satisfied with the result. No chest pain anymore.

Six month after stent implantation he starting complaint of angina induce by exercise. Treadmill exercise test was performed and the results positif ischemic response. Angiography coroner showed ostial left main stenosis 70 %. There are no ISR on 3 stent that were implanted before.

According to the ostial left main stenosis there is a problem when make cannulation to the LM. The blood pressure fall and if we did not aware about this condition we could not treat the patient. We prepare the pci guidewire together with balloon PCI inside guiding catheter just before cannulation to the LM. After sucsesfull cannulation as soon as possible we push guidewire and balloon then we withdrawal guiding catheter outside LM. The blood pressure did not fall and we could make predilatation balloon angioplasty. Stent insertion at the ostial side protrude to the Aorta. After sucsesfull PCI patient feeling good and did not complaint any more.

The learning point of this case is awareness of non significant stenosis that in the next day it would be a significant stenosis. The other thing that we learn from the case is when the blood pressure fall during guiding cannulation means it could be something wrong with coronary ostial.

MP 21. Angina Pectoris caused by Hypertrophic Obstructive Cardiomyopathy in Adult with Coronary Artery Disease {#Sec69}
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**Background:** Angina pectoris well known as a result of oxygen supply and demand to myocardial tissue missmatch, most of them caused by significantly coronary artery stenosis. Several epidemiologic studies have reported a similar prevalence that hypertrophic cardiomyopathy (HCM) occurs about 1 from 500 people in general population. Adult patients with HCM may also develop atherosclerotic coronary artery disease (CAD). Reports on the prevalence of CAD in HCM have varied, but up to 20% of adult HCM patients have been shown to have coexistent CAD. Myocardial ischemia in the absence of coronary atherosclerosis can occur in HCM patients, but to what extent the additional burden of significant obstructive CAD adversely impacts the prognosis of HCM patients is unknown.

**Case Report:** A 61 year-old man came to ER with chief complaints angina pectoris and also dyspnea on effort. We diagnosed him as unstable angina pectoris. We performed treadmill ECG test and the result was suggestive ischemic response. We decided to do the coroangiography and we found severe calcification in proximal LAD and also 80% stenosis in mid LAD. The left main and left circumflex were irregular and the RCA only has 30% stenosis in mid. We did the PCI with one drug eluting stent in mid LAD, and the result was good with complete revascularization. However, until two months later, the patient still experienced angina on effort. We performed echocardiography and found the good LV function, but the patient has hypertrophic cardiomyopathy with severe pressure gradient at LVOT. The patient now is on outward medical treatment with optimal dose of beta blocker and was planned to do Alcohol ablation.

**Conclusion:** A case of hypertrophic obstructive cardiomyopathy in patient with coronary artery disease had been reported. We must think other cause of angina beside coronary artery disease whenever the patient is not going better, in this case HOCM as one of them. Careful physical examination and noninvasive diagnostic tools have important roles to diagnose the angina mechanism in adult patients.

**Keywords:** angina, hypertrophic obstructive cardiomyopathy, coronary artery disease.
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A 59-year old man was admitted to the emergency department with typical chest pain for infarction since 6 hours. He had a history heart attack 1 year ago. His risk factor was smoking. Blood pressure at admission was 120/80 mmHg and heart rate was 60 bpm. No rales were found. The ECG showed sinus rhythm with ST elevation at lead II, III, and aVF; and Q wave with biphasic T wave at lead V1 to V4. Reciprocal ST depression was seen at lead I, aVL. The Troponin T hs level was 34 pg/mL (0 -- 14). He was diagnosed with acute STEMI inferior and old anterior MCI. After administration of 160 mg aspirin and 600 mg of clopidogrel, he underwent a primary PCI. The left coronary angiogram revealed a tight stenosis with eccentric lesion at the proximal LAD and significant lesion at the mid part. No significant lesion at the circumflex artery. Attempts to find the right coronary artery (RCA) were failed. Decision was made to intervene the proximal LAD. Lesion can be crossed easily, and a bare metal stent of 4.0/24 was implanted without difficulty. Patient was discharged with good condition at day 4.

A CT coronary angiography was done one month later to evaluate the RCA. It revealed a malignant course of the RCA originating from the left coronary cusp, coursing anterior to the aorta and posterior to the right ventricular outflow tract (RVOT).

At clinical follow up, patient has no limitation on exertion. He is decided to be treated conservatively with optimal medical treatment. The prevalence of an anomalous origin of the RCA (ARCA) arising from the left coronary cusp with inter-arterial course varies between 0.026 and 0.25%. An ARCA is more common than anomalous origin of left coronary artery (ALCA), but ALCAs seem to be responsible for up to 85% of sudden cardiac deaths related to anomalous origins of coronary arteries.

An ARCA from the left coronary cusp with an inter-arterial course between the aorta and pulmonary artery can increase risks of myocardial ischemia, arrhythmia, syncope and sudden cardiac death. Possible mechanisms of ischemia-induced sudden death by ARCA were mechanical compression of the RCA by the aorta and pulmonary artery during physical exertion, acute angulation at the ostium of RCA and left coronary sinus, and abnormal slit-like RCA orifice in the aortic wall that collapses during exercise and vasospasm of the anomalous coronary artery. Sudden death is rare in asymptomatic patients with ARCA. Treatment is varied and debatable. Previous studies recommended that young patients (\<35 years old) with ARCA and symptoms or ischemia should undergo surgery. Older patients without symptoms do not need surgical repair and strenuous exercise should be limited in these patients.

MP 23. A 49-Year-Old Man STEMI Inferior without Fibrinolytic, Second Degree AV Block Type I, and Total Occlution with Large Occlusion Thrombus in RCA {#Sec71}
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**Introduction:** Thrombus is central to the pathophysiology of STelevated myocardial infarction (STEMI). In percutaneous coronary interventions (PCI), thrombus is especially challenging. Not only is it associated with increased abrupt vessel closure, lower procedural success, and increased major in-hospital complications, including death and myocardial infarction (MI).

**Case Report:** A 49-year-old man with chest pain entered our emergency room. The patient has hospitalized one day in peripheral hospital and was given one time anticoagulan subcutan injection. The fisrt ECG in our emergency room was sinus and changed into second degree AV block on the next day.

Before the PCI procedure, temporary pacemaker was inserted. The result of coronary angiography showed there is total occlusion with large occlusion thrombus in proximal RCA, 70 % stenosis in mid RCA and 60-70% stenosis in RPL. We did thrombus aspiration by using eliminate 6 fr catheter. After the thrombus was cleared, several predilation balloning done and cause ruptured plaque with new thrombus. We did thrombus aspiration for one more time. After the thrombus was cleared, we continued with several predilation balloning and insertion of drug eluting stent. The result is 0% residual stenosis with TIMI Flow III.

Conclusion: Management of non fibrinolityc in acute coronary syndrome sometimes need particularity technique in PCI.

**Keywords:** STEMI, without Fibrinolytic, Large Occlusion Thrombus.
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Protein C and S are important in the coagulation process. Protein S, a vitamin K-dependent physiological anticoagulant, plays a role as a non-enzymatic cofactor to activate protein C in the proteolytic degradation of factor Va and factor VIIIa. Therefore, decreased level of both proteins will lead to increased risk of thrombosis. We review three cases of patients with protein C and S deficiencies, in which manifested as acute myocardial infarction, deep vein thrombosis, and stent thrombosis. One patient with protein C and S deficiencies was a 54-years old man who presented with Acute Coronary Syndrome and underwent Primary PCI. However, the Primary PCI was repeatedly failed due to stent thrombosis. Two patients had protein C deficiency only, and both were young adults. These two patients were suspected to have protein C deficiency due to their uncommon clinical manifestations in that group of age. One patient had myocardial infarction, while the other had deep vein thrombosis. In spite of higher risk of stent thrombosis, PCI remain the first option for myocardial infarction in this population. Proper instruction regarding the medications is necessary for this type of patients in order to prevent thrombosis.

**Keywords:** Protein C and S deficiencies, Deep Vein Thrombosis, Stent Thrombosis.
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**Introduction:** The coronary slow flow phenomenon (CSFP) is an angiographic clinical entity, characterized by delayed distal vessel opacification in the absence of significant epicardial coronary stenosis. Normally it takes one beat to opacify distal vessels, and termed CSFP if it takes ≥3 beats. Its incidence is reported to be 1-7% of all coronary angiograms.

**Case Description:** A 49-years old male was referred for a coronary angiogram after having a syncope 2 weeks before, with left chest pain worsened by exercise, and shortness of breath relieved by rest. This patient had had acute coronary syndrome 4 years before and diagnosed as 2-vessel coronary artery disease with a 70% stenosis in mid left anterior descending (LAD), a 60% stenosis in mid right coronary artery (RCA), and a subtotal occlusion after acute marginal. The patient was not compliant with the medical therapy and advices. He still smokes cigarettes 4 packs/day these past 10 years with no exercise. The patient has atrial fibrillation, dyslipidemia, and history of asthma.

Our recent coronary angiography study to this patient revealed a very slow coronary flow phenomenon, where it needed 8 beats to opacify the distal vasculatures in RCA and left coronary artery (LCA). We also found 50% stenosis in mid LAD, and dissected distal RCA. The patient was discharged from the hospital with simvastatin and bisoprolol for a pleiotropic effect on vascular function, advised to do regular exercises and cease smoking.

**Discussion:** Most CSFP cases need 3 beats to opacify distal vessels, in this case this patient needs 8 beats. The pathogenesis and treatment are still obscure. Most common risk factors are young male smokers and dyslipidemia.

**Keywords:** slow flow coronary syndrome, young, male, smoking, dyslipidemia.
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Pericardial effusion is not a common finding in everyday clinical practice. The challenge to the clinician is to try to establish an etiologic diagnosis. We describe a case of a 46-year old male who presented to the emergency room with shortness of breath and the absence of chest pain, fever, and pericardial friction rub. The initial evaluation included an electrocardiography of atrial fibrillation, an unremarkable chest radiograph, and an echocardiography showing pericardial effusion with early signs of cardiac tamponade. Pericardiocentesis was done and yielded 300 ml of serohemorrhagic pericardial fluid in which cytological analysis revealed many neutrophils, lymphocytes, and histiocytes without any malignant cells being identified. Bilateral pleural effusion developed on the third day of hospitalization and thoracocentesis, followed by insertion of chest tube, was performed. However, dyspnea persisted even after these procedures. A chest CT scan with contrast was done and showed pericardial effusion associated with several giant thrombi, especially in right atrium and right pulmonary artery. There was also multiple lymph nodes enlargement suggesting malignant lymphoma. Catheter-directed embolectomy was performed and followed by drip of streptokinase. The patient's condition immediately improved after embolectomy. Unfortunately, six hours afterwards the patient developed profuse bleeding, deteriorated and deceased. Although many of pericardial effusions are caused by tuberculous pericardial disease in developing countries, other causes should always be considered. When the etiologic diagnosis of pericardial effusion is not apparent, some simple clinical findings might be helpful in classifying the patients into a major etiologic diagnostic category. Cardiac tamponade without inflammatory signs might be predictive for neoplastic pericardial effusion. Catheter-directed embolectomy is an alternative treatment to thromboembolism but risk of major hemorrhage should also be considered.

**Keywords:** pericardial effusion, thrombus, malignancy, lymphoma, embolectomy.
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**Objective:** Catheter-directed administration of thrombolytic agents offers more practical advantages than the traditional surgical approach. Thrombolytic agents have been successfully employed to dissolve the occluding thrombus to open target vessels when a surgical limb salvage procedure was not possible. We present a high risk case of catheter-directed thrombolysis (CDT) in acute limb ischemia complicated with stroke.

**Methods:** Female, 72 years old, present to our emergency department with severe pain and chilling sensation on both legs 5 hours prior admission. She denied any chest pain and shortness of breath. She had a history of three vessel coronary artery disease, hypertensive heart disease and diabetes. She stopped consuming dual anti-platelets one month ago. Further examination showed irreguler heartbeat of 98 bpm with ECG showing atrial fibrillation, blood pressure 154/74 mmHg, cold extemities with absence pulsation and inaudible Doppler of right dorsalis and popliteal arteries, decrease of sensoric abilities as high as thigh compare to left leg, no muscle paralysis and slow capillary refill. CT Angiography of lower extremities showed occlusion as high as distal of right external iliac artery; minimal vascularisation as high as right superficial femoral artery with calcified plaque; thrombus along right femoral superficial, poplitea and tibialis vein; atherosclerotic artery of left extremity.

**Results:** Urgent catheter directed intraarterial thrombolysis was perfomed. Vascular acess through left femoral artery with 5F Judgkin Right catheter crossing to right femoral artery. Angiography confirmed thrombus in right common femoral artery. Multiple side holes were made at the distal part of the catheter and the catheter was placed intralesion. Manual aspiration was done and continued with Ateplase infusion 0.05 mg/kg/hr.UFH was also started intravenous archieving target of 1.5 aPTT. Repeat angiography at 24 hour showed no thrombus and flow was established until pedis. Unfortunately, she was deceased due to worsening ischemic stroke during hospitalisation. Brain CT scan showed no intracranial hemorrhage.

**Conclusion:** Our case presented was a high risk case for CDT. Despite the success of limb salvage, our case was complicated by ischemic stroke that might been caused by atrial fibrilation.

**Keywords:** catheter directed thrombolysis, emboli, acute limb ischemia.
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**Introduction:** In previous studies, the reported incidence of coronary anomalies discovered in patients undergoing coronary angiography ranged from 0.64%-1.6%. Although Anomalous coronary arteries (ACAs) occur with low incidence, a high risk of sudden cardiac death because of myocardial ischemia and resultant arrhythmia are associated with them, even in the absence of atherosclerosis. Anomalous RCAs that originate from the left coronary sinus occur in 0.05%-0.1% of the general population. This is the case of a patient presenting with anomalous of ostia origin that the RCA arising from left coronary sinus.

**Case Description:** A 68 year-old Asian male who presented to the outpatient department complaining of angina pectoris in moderate exercise or activity. He known as hypertension patient who visited routinly to the outpatient department since 2014. Coronary angiography was done by radial artery approach using catheter diagnostic Tiger 5F. Left Coronary Artery angiogram was taken easily, but we failed to find the Right Coronary Artery with this catheter. We changed the catheter by catheter diagnostic Judgkin Right, and still could not find the RCA, so we performed aortography and the aortogram show the RCA arising from left coronary sinus. By changing with Judgkin Left, we took the Right Coronary artery finally. The angiography result showed RCA proximal stenosis 70% *(Fig. 1)*, while Left Main, Left Coronary Artery and Left Circumflex were normal. Percutaneous coronary intervention (PCI) was performed with use of a 6 Fr Judkins left 4.0 cm guiding catheter *(Fig. 2)*, which provided excellent support. The lession was crossed with a Sion Blue guidewire. Direct stenting was accomplished with a 2.75--16 mm Cre 8 drug eluting stent delivered at 10 atm *(Fig. 3)*. The result was good with a final stenosis of less than 5%, TIMI 3 flow *(Fig. 4)*.

**Discussion:** The selective cannulation of aberrant coronary arteries can be difficult and time-consuming. Knowledge of the variations in coronary artery origin can help in selecting the appropriate catheters for diagnostic and therapeutic interventions. Successful stent implantation of anomalous coronary arteries relies on optimal guiding catheter seating and backup support.
